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A Report of A Case With Reference to the Hazards of 
Sensitization Arising From Topical Medication 


Vince MoseE.ey, M. D., FACP ANp Sipney Prystowsky, M. D.* 


Contact Dermatitis is that form of dermatitis 
characterized by the allergic response of the epidermis 
to non-caustic substances in contact with it. The hall- 
mark of the response is erythema and vesicles, ex- 
plained by an acute superficial vascular dilatation 
with ensuing serous fluid escape into the epidermis. 
Spongiosis is followed by vesicles, which on bursting 
create the weeping and crusting lesion. After the 
coalescence of vesicles, bullae form. With prolonged 
and chronic exposure lichenification may occur, though 
always of a superficial type and unattached to the 
deeper layers of the integument in contrast to an 
atopic dermatitis. Thereafter scaling and fissuring may 
appear. The subjective itching and burning are 
accounted for by the increased tension from the 
exuded fluid on the sensory nerve endings in the 
skin.1,2,3 


Although contact dermatitis is classified as a disease 
of allergy, it differs from the other diseases of allergy, 
the atopic group, in that no antibodies can be 
demonstrated in the blood stream, and in that the 
sensitivity is limited only to the epidermis and spreads 
only to other epidermal areas, either by accidental 
transportation of the contactant by the hands or by 
the routes offered by skin lymphatics, which is a 
theoretical and unproved method of spread. Contact 
and atopic dermatitis may coexist in the same 
individual, but this is usually not the case as their 
mechanisms of pathogenesis are thought to be differ- 
ent. Some doubt, however, has been thrown on this 
postulate that contact and atopic dermatitis are un- 
related by the experiments of Landsteiner and Jacobs.4 
After sensitizing guinea pigs with p-chlorobenzoyl 
chloride, they obtained local reactions after applica- 
tion of that substance and typical anaphylactic shock 
after intravenous injection of a compound of p-chloro- 
benzoyl chloride and guinea pig serum. Occasionally, 
the ingestion of a substance may produce a contact 
dermatitis, but this is usually explained by an internal 
contact with the sensitized epidermis. Because of the 
site and mechanism of the sensitivity, it is under- 
standable why intradermal, scratch, or the Praussnitz- 
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Kustner methods for detecting the antigen are not use- 
ful. Instead, the patch test is used. The suspected 
contactant is placed against the skin, for days if neces- 
sary. Best results are obtained by placing the patch 
test as near the area of acute reaction as possible. The 
techniques and dilution strengths and vehicles listed 
in standard texts of allergy and dermatology should 
be employed. These precautions are necessary to 
avoid the false negatives due to too great a distance 
of the patch away from the restricted site of sen- 
sitivity, and false positive tests may be due to the 
use of solutions of such concentrations as to be 
classified as chemical irritants. A note of warning must 
also be sounded here against promiscuous patch test- 
ing because of the great likelihood of creating ad- 
ditional skin sensitivities in an individual; furthermore, 
generalized eczematous eruptions may also follow the 
performance of a patch test. 


In addition to the symptoms, the appearance of the 
skin changes, as previously outlined, and the use of 
the patch test; there are other significant points that 
relate to the diagnosis. The site of involvement is a 
clue. Most contactants, such as fabrics, shoes, socks, 
watch bands, garters, zippers, ointments, toilet seats, 
adhesive tape, nail polish, lipstick, etc. have character- 
istic sites of involvement. This primary distribution is 
often complicated by chance contacts, scratching, and 
general eruptions. The occupational and domestic 
history should be explored minutely. Hobbies should 
be discussed. Placing the date and recurrences of the 
lesions may be very helpful. For example, consider 
the case of a person with acute dermatitis of the hands 
only for the first day or two of the week; due to the 
ink of the rotogravure section of the Sunday paper. 
Yet, were the physician to be diligent in his investiga- 
tion he might still find it difficult, if not impossible, to 
trace the offending substance. This is particularly true 
in the more chronic cases, where superimposed sen- 
sitizations or the delayed resolution of unhealthy 
skin may erase the diagnostic advantages of elimina- 
tion trials. 


As in other diseases, prevention plays an important 
role in therapy. Avoiding contact with easily 
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sensitizing substances, such as plants or drugs, is 
wise. Avoiding unnecessary physical or chemical 
trauma to the skin lessens the likelihood of sensitivity 
developing because of a lessened chance for penetra- 
tion of the natural protective oily coating of the 
epidermis. The degree of penetrative power and there- 
fore sensitizing ability of substances depends on the 
alkaliability or lipoid state. for example the lipoid of 
the poison ivy plant. If the contactant is discovered, 
it may be removed from the patient’s environment. At 
other times, it may be necessary to remove the patient 
from the environment of the contact, as in occupational 
cases. Desensitization therapy may be attempted; 
techniques and results differ. This has been tried in 
poison ivy dermatitis with reported conflicting results. 
It is important to be cognizant of the potentiality of 
spreading a contact dermatitis during such therapy. 
Suggestion has been made that daily application to 
the skin of increasing amounts of the antigen could 
be employed as a method of desensitization. 

In all cases symptomatic care is indicated. Com- 
monly accepted procedures are the use of calamine 
lotion, cool soaks, oatmeal baths, local analgesics, and 
sedatives during the acute stages, and _ particularly 
being certain that only the simpler, least probably 
sensitizing therapeutic agents are employed. In the 
later stages emollients of a simple nature are valuable 
to combat crusting and fissuring. 


A brief listS of the more frequent groups of materials 
producing contact dermatitis are: 


1. Cosmetics: hair dyes, fur dyes, hair tonics, hair 


lacquers, bleaches, creams, depilatories, de- 
odorants, nail polish, perfumes, soap, and hand 
lotions. 


2. Clothes: wool, silk, rayon, nylon, aniline dyes 
and leather. 


3. Botanicals: flowers, plants, weeds, insecticides. 


. Pocket or Jewelry Items: silver, nickel, rubber, 
tobacco and matches. 


5. Medicinal Preparations: mercury, cresol, phenol, 
sulfur, resorcinol, quinine, sulfonamide drugs, 
local anesthetics, formaldehyde, picric acid, and 
medicated soaps. 

This list is only partially indicative of the many 
types of substances which can cause contact derma- 
titis. In general, most any medicinal agent may be 
responsible, even epinephrine, our chief sheet anchor 
in treating the severe allergic reactions. As an example 
of a patient developing sensitivity to epinephrine, the 
following case is reported. 


CASE REPORT: 


The patient was a 63 year old white woman who 
was observed by both authors. She developed bron- 
chial asthma after a pelvic operation 30 years 
previously, at which time she had a hysterectomy. 
During the past 30 years she had been seen by several 
internists and allergists without avail. During the past 
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several years she had become more comfortable with 
the use of an adrenalin spray (“Inhalant A”). 


A detailed asthma history afforded no clue to the 
allergen. The episodes were nonseasonal, and the only 
precipitating factors that she was aware of were 
emotional ones. 


Complete scratch testing revealed slight reactions 
to dust and feathers. A feather pillow was thereafter 
removed from her room, and her home was made as 
dust proof as possible. Because of continuing attacks 
of asthma, desensitization to dust and feathers, start- 
ing with dilute solutions, was begun, but to no avail. 
It appeared that emotional factors contributed largely 
to her unresponsive asthmatic state. 


At this point she complained of an itching and red- 
ness on the left lower cyelid that soon involved the 
entire left eyelid and the left cheek area. Within a 
matter of days the right eyelid also became involved. 
There was a salmon pink hue of the involved areas, 
a slight thickening of the involved skin, slight scaling, 
and fissuring at the outer canthus of the left eye. All 
facial cosmetics and nail polish were avoided. “Pyri- 
benzamine” cream applied locally gave relief. After 
observing the patient’s method of using the spray 
inhalation, it was discovered that she sprayed as much 
solution about the face as entered the oral cavity. 
“Inhalant A” was then suspected as the antigenic 
substance, and patch testing revealed it to be the 
offender. This preparation is composed of an aqueous 
solution of epinephrine and the preservative, chlor- 
butanol. Patch testing to chlorbutanol was negative, 
to “Inhalant A” positive, and to “Isuprel” (“Isuprel” 
plus chlorbutanol) negative. The conclusion that she 
had a contact dermatitis from the epinephrine in the 
spray was reached. The results of the patch testing 
also suggested the desirability of a trial with “Isuprel” 
as a substitute, if her asthmatic state necessitated it. 
A Praussnitz-Kiistner reacticn was negative. She was 
benefitted less on “Isuprel” than on “Inhalant A” and 
therefore desensitization to epinephrine was started. 
After proper instruction, she administered 1:1,000,000 
epinephrine subcutaneously on her right thigh, 0.1c.c. 
Ist day, 0.2c.c. 2nd day, and noted the next day 
small papules and itching at the sites of injection. 
The lesions became larger and began to ache in spite 
of the discontinuance of the epinephrine injections. 
They disappeared slowly over a 2 to 3 week period 
while the patient was on antihistaminics. After dis- 
appearance of the lesions, epinephrine was ad- 
ministered intramuscularly, and a small amount of air 
was injected through the needle before withdrawing 
it. After 3 weeks of gradual increase from 0.1lc.c. of 
1:1,000,000 epinephrine to 0.7c.c. of 1:1,000,000 
epinephrine in the manner described above, the 
epinephrine being given in the left thigh always, 
again there developed eruptions at the site of the 
previously self-administered epinephrine in the right 
thigh, as well as on the left arm in the antecubital 
fossa area; the lesions were of a pruritic, papulo- 
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vasicular type. Before they disappeared, a crop of 
these lesions also developed in the right antecubital 
area. No local therapy was given. Desensitization was 
started again at 0.lc.c., 1:1,000,000 and was carried 
through 1.0c.c., 1:1,000,000, without untoward re- 
sults. 


Three days before expected company she developed 
marked asthma again, and emotional factors seeming 
so strong in her case, a neuro-psychiatric approach 
was then begun and further attempts at desensitization 
were not continued. 


Only relatively infrequently does one come 
across references to contact dermatitis in medical 
journals other than those devoted to the specialities 
of dermatology and allergy. In order, therefore, to 
emphasize and to picture properly the expanse of 
this subject a review of representative general and 
special journals is now given. 


A 12 months review (Jan. “49-Jan. °50) of the 
Archives of Dermatology and Syphilology (8) and 
the Journal of Investigative Dermatology (9) re- 
vealed 22 articles relevant to contact sensitivity. The 
substances mentioned are “antistine,” penicillin, com- 
pound tincture of benzoin, yellow azo dye of 
arificially colored oranges and nembutal capsules, pro- 
cain in procaine penicillin, procaine as a local anes- 
thetic, DDT in a spray, “pyribenzamine” ointment, 
“saligenin” (phenol-formaldehyde resin), garlic, nylon 
hair nets, footwear, wax crayons, “streptomycin,” 
“bacitracin,” sulfonamides, nail polishes, 0.2% 
phenolphthalein in denatured alcohol, mercury, and 
“thephorin.” 


A 12 months review (Jan. ’49 to Jan. ’50) of the 
Journal of Allergy (10) revealed 33 abstracted articles 
relating to contact dermatitis. They dealt with contact 
dermatitis due to “butesin,” “pyribenzamine,” peni- 
cillin, the cosmetic “Everon,” “tyrothricin,” “strepto- 
mycin,” the carpet beetle, the abdominal hairs of the 
female moth, finger paints, “sulfathiazole,” “intra- 
caine,” 10% sodium “sulfacetamide,” a scarf or a 
tree trunk lichen in a woodcutter, seaweed in a fisher- 
man, the monoglycerol para-aminobenzoate filter of 
sunburn lotions, resins, invisible ink, “pontocaine” 
organomercurials about surgical wounds, a 14-carat 
gold ball in an enucleated eye, house ivy dermatitis, 
atropine in eyes, and synthetic rubber. 


In contrast, a 12 months review (Jan. ’49 - Jan. 50) 
of the Journal of The American Medical Association 
(11) revealed only 10 references to contact dermatitis, 
only three in article form, two in the abstracts, and 
five in the Queries and Minor Notes. They mentioned 
rubber gloves, the synthetic resins of shirt finish, 
gasoline as a solvent, “tyrothricin,” polyvalent anti- 
biotic sensitivities, | organo-mercurial compounds, 
turpentines, and the antihistaminics. 


These differences are cited to indicate that the 
problem of contact dermatitis is a frequent and wide- 
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spread one but, unfortunately, one which only those 
especially interested in allergy or dermatology seem to 
be especially cognizant of. 


The brief mentioning of these articles should sug- 
gest the need of a high index of suspicion in order to 
effectively treat the patient and also to be especially 
aware of this possibility and thus try to prevent iatric 
skin lesions. The frequent reference in journals of 
dermatology and allergy to contact dermatitis should, 
along with our own case report, emphasize the 
potential dangers of topical therapy and drug 
handling, and the need to avoid unnecessary exposure. 
There is no denying the universality of potentially 
sensitizing and cross-sensitizing drugs and, therefore, 
of the difficulty in avoiding their use. However, we 
could at least insure the safekeeping of potent and 
valuable drugs for future more important needs. 


Especially imperative because of their ease of 
sensitization and polyvalent sensitization are the local 
anesthetics, certain of the antibiotics, and the 
sulfonamides. Albright and Sereton!2 reported the 
case of a wounded sailor previously treated with 
sulfanilamide. Within 24 hours after the use of 5% 
sulfathiazole ointment on the eye, he developed local 
and general reactions, viz., edema and chemosis of 
the eyes, general urticaria and itching, necrosis of the 
wounds previously treated with sulfanilamide, and a 
fall in blood pressure. Wilson'3 reported a patient 
receiving penicillin parenterally for a nonocular in- 
fection after having previcusly received local penicil- 
lin for his eye. He developed an allergic swelling of 
the previously treated eye. Riley’4 in a recent article 
referred to the desirability of avoiding the local use 
of penicillin and streptomycin because of sensitization 
hazards. Case reports and articles such as these seem 
to make it advisable to avoid promiscuous topical use 
of drugs as potentially important and as easily 
sensitizing as are those mentioned, and preferably, to 
substitute drugs not advised for systemic therapy and 
drugs of lesser sensitizing ability. 


A recent report'S emphasizes the efficient bac- 
tericidal and the very low allergenic quality of topical 
“bacitracin” therapy. Another author!6 reported a 
0.5% local sensitization record for “bacitracin” in 
contrast to a 5-10% local sensitization record for 
penicillin and the sulfonamides. Tyrothricin too, has 
been mentioned as a favorable drug for topical anti- 
biotic therapy.17,18,19,20 Although case reports of 
sensitization to it have appeared, it is considered to 
have a relatively low sensitization index. Furthermore, 
it is unfavorable for systemic therapy. Here, therefore, 
are logical substitutes for penicillin and the sulfo- 
namides, their antibacterial spectra being very similar. 
With further purification “bacitracin” may be of use 
also as a systemic antibiotic.21,22 Should this occur 
it, too, should be protected from a future made danger- 
ous by topical sensitization. At present, there is much 
hesitation in the systemic use of “neomycin” because 
of eighth nerve damage and nephrotoxicity. This per- 
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mits, therefore, a correspondingly lesser hesitation in 
its topical use. Its effectiveness against both gram 
positive and gram negative organisms, its stability, and 
its reputed low sensitivity index are all favorable 
factors. The polymyxins23 are other antibiotics that 
have been found effective against gram negative 
organisms, but they are also reported to cause nephro- 
toxicity and, to some extent, a neurotoxicity. It re- 
mains for the future to determine whether they can 
achieve a place as safe systemic antibiotics. At present 
certain members of this group should be confined to 
local use only, and thus are potent topical medicaments 
to add to the list already mentioned. It would be in- 
complete not to mention the availability still of the 
older more well known antibacterial medicaments, 
long used for topical purposes, such as alcohol, 
“hexlyresorcinol,” boric acid, iodine, chlorine, the 
peroxides, potassium permanganate, the mercurials 
and the silver preparations, the zinc salts, copper 
salts, the dyes, “furacin,” and numerous other chemi- 
cals. Some of these are easily sensitizing, others weak, 
some limited to the gram positive organisms, others 
irritating, etc. However, in the usual instance, anti- 
biotics will perform no greater service locally than 
many of these older preparations. 


Lane and Luikart24 recently indicated the frequent 
potential hazard of contact and polyvalent sensitivity 
in the use of local anesthetics. Like others they have 
become aware of the aggravation of the original con- 
dition with the development of an overlying contact 
dermatitis. In the discussion following, Osborne25 
stated that 40-50% of cases of contact dermatitis are 
due to drugs, between 10-20% being due to local 
anesthetics. Pillsbury26 contrasts the slim evidence 
of the ability of topical anesthetics to relieve skin 
itching or pain with the undoubted evidence of their 
sensitizing ability. Luikart, in closing the discussion of 
his paper, pointed out that the ointment bases are the 
usual vehicles of topical anesthetics and that they 
aggravate a pruritis by reason of the retention of skin 
heat. It follows that wise restriction in thé use of 
topical anesthetics will result in fewer and less severe 
cases of contact dermatitis without compromising much 
in the way of therapeusis 


SUMMARY AND CONCLUSIONS 


Throughout this paper stress has been placed on 
the potential hazards of topical therapy. To our 
knowledge this is the first report of a patient develop- 
ing a contact dermatitis to epinephrine. This observa- 
tion that epinephrine, as well as many of the anti- 
histaminic drugs can sensitize the skin when applied 
locally indicates that caution, restriction, and aware- 
ness of this complication should be had by anyone 
who prescribes any drug for topical therapy. 


A search of the literature uncovered no previous re- 
port of a contact dermatitis due to epinephrine. Both 
Cohen and Waterstone6 and Rowe and Rowe7 re- 
ported the Arthus phenomenon after repeated epine- 
phrine injections, the flare-up of previously injected 
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sites through the stages of redness, swelling, slough- 
ing, and scarring. Cohen and Waterstone6 also re- 
ported a Schwartzman reaction after repeated epine- 
phrine injections. After subcutaneous administration 
had been repeatedly given; the reaction occurred upon 
intravenous administration. It is interesting to note 
that synthetic epinephrine, they report, did not 
produce such a result. The comparison with the thigh 
eruptions in our case is striking, and the possibility 
of substituting synthetic (Winthrop) epinephrine for 
the usual commercial epinephrine in all inhalant type 
sprays or topical forms is an intriguing and perhaps 
desirable goal. The development of the lesions ob- 
served in our patient during the course of desensitiza- 
tion with epinephrine on two occasions suggests that 
these were either lesions of contact dermatitis with 
the antigen reaching the epidermis via internal routes 
to produce both the recurrence of lesions on the thigh 
and the papulo-vesicular eruption on the elbows, or 
an atopic dermatitis which developed during attempts 
at desensitization. The latter postulate explains the 
development of lesions at the flexural elbow areas, and 
the incomplete Arthus phenomenon-like reaction on 
the thigh. The absence of a recurrence at the original 
site of the contact dermatitis on the eyelids mitigates 
somewhat against the former postulate. The fact that 
only a relatively small percentage of patients with 
atopic allergy have positive Praussnitz-Kiistner reaction 
does not, therefore, necessarily discredit the pos- 
sibility of atopic dermatitis, and it is, therefore, 
entirely tenable to believe that this patient exhibited 
both types of allergic dermatitis — first a contact 
dermatitis, and later atopic dermatitis, both due to 
epinephrine. 
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Relief of Impotency by Cartilage Implants: 


Presentation of A Technic 


Burorp S. M. D.* 
Columbia, S. C. 


The successful sex act depends upon two perfectly 
intergrated factors: A) sexual desire or libido and B) 
ability to effect and maintain an erection. Dysfunction 
will result from interference with one or both of these 
factors. Loss of sexual ability is an inherent feature of 
growing old. Long, chronic and debilitating illness 
may reduce the sexual desire or libido. Often the loss 
of desire is the manifestation of a sick or diseased 
mind and is here the province of the psychiatrist. 
Sexual intercourse without desire is a tasteless act; 
desire without ability is a disaster accompanied by 
severe psychic trauma and often by mental aberrations 
of terrifying proportions. It is apparent then, that if 
sexual desire remains, something might be done to 
give erectness and substance to the penis, permitting 
the introduction of the penis and the successful per- 
formance of the sex act. During World War II, the 
Russians (1) received considerable newspaper pub- 
licity for their reconstructive surgery of the penis. 
They utilized cartilage grafts wrapped in tube grafts 
of skin and claimed excellent results. While not 
accepting their results in their entirety, it seemed that 
cartilage did offer the best material for implantation 
into the penis because of the diminished foreign body 
reaction and because the cartilage was semirigid and 
elastic and would give substance and erectness to the 
penis without the disadvantage of an inflexible rigidity. 
Certainly a very rigid organ would be uncomfortable 
to both sex partners and not without danger to the 
woman. These desirable qualities of cartilage were ap- 
*Attending Urologist, 

Columbia, S. C. 


(Reviewed by the Veteran’s Administration and published 
with the approval of Chief Medical Director. Statements and 
conclusions of the author are his own and do not necessarily 
reflect the opinion or policy of the Veteran’s Administration.) 


Veteran’s Administration Hospital, 


preciated by at least one American surgical team (2) 
who used cartilage implants to correct impotency in a 
soldier who had suffered injury to his penis, specifically 
to the corpora cavernosa. Considerable plastic re- 
construction was also necessary in their reported case. 


We believed that if cartilage implants could prove 
successful in aiding sexual activity where plastic re- 
construction of the penis was necessary, they could 
be utilized to aid the patient in whom no such ex- 
tensive surgery was necessary, provided he retained 
his sexual desire and a good mental outlook. I believe 
it worthwhile to emphasize the necessity of evaluating 
the patient’s mental status. If there is too much pre- 
occupation with his sex failures, if patient is not 
extremely cooperative and at least moderately 
intelligent, I believe the operation should not be done. 
The patient should be carefully screened for latent 
psychosis since surgery of any sort upon the genitalia 
of a psychotic, or potentially psychotic patient is 
dangerous—and sometimes fatal to the surgeon. 


Since the previously described technics were 
adaptable primarily to those cases in which plastic re- 
construction was to be carried out, they did not suit 
our needs and a more suitable operation had to be 
devised. A study of figure 1 will show that the penis 
is made up essentially of three erectile bodies, the 
paired corpora cavernosa and the single corpus 
spongiosum. These are individually invested with a 
thick tough coat, the tunica albuginea, and collectively 
by the thick Buck’s fascia. The skin and the superficial 
fascia complete the coverings of the penis. The large 
nerves and vessels course along the dorsum of the 
penis. A pair of natural grooves or depressions are 
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FIGURE 1. A—schematic representation of the 
penis in sagittal section showing the erectile tissue of 
the corpora and the fixation of the base of the penis. 
B—shows the penis in cross section. C—shows 


schematically what ha when the corpora are 
obstructed or obliterated. 


present on the ventral surface of the penis and are 
accentuated when the penis is erect or a sound is 
passed into the urethra. To prevent undue distortion 
of the penis and in order to protect the large nerves 
and vessels of the dorsum of the penis, the most logical 
position for the implantation is in these depressions on 
the ventral surface of the penis. On the ventral surface 
of the penis, the grafts would be under, rather than on 
top of—or to the side of the corpora cavernosa and the 
support would be more natural and there would be less 
tendency for the grafts to slip. It can also be seen by 
reference to figure 1, that the base of the penis is fixed, 
but that the rest of the penis is made erect by the 
filling of the blood spaces in the corpora and that the 
penis would be flacid distally to any injury or obstruc- 
tion to the filling of the corpora. The supporting bridge 
of cartilage must therefore extend from the normally 
erectile tissue to the distal end of the penis. The penis 
must also allow for the comfortable and inconspicuous 
wearing of clothing. 


The technic and principles of the operation can best 
be presented by an illustrative case: W.F.W., a 23 
year old Negro, veteran of World War II was ad- 
mitted to the Veteran’s Administration Hospital, Col- 
umbia, S. C. on May 3, 1949 with a severe priapism of 
48 hours duration. All conservative measures failed to 
relieve the painful erection and on the seventh day 
after admission, incision and drainage of the right 
corpus cavernosum was carried out with gradual sub- 
siding of the priapism. Complete, exhaustive and re- 
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peated studies failed to establish the cause of the 
priapism. Three months later, he was readmitted 
greatly distressed over his inability to have sexual 
intercourse. Examination revealed the healed scar of 
the incision into the right corpus cavernosum. There 
was a band-like constriction around the base of the 
penis and manual manipulation of the penis by the 
patient failed to cause any visible or palpable erection 
of the penis. He retained his normal sexual desire but 
at no time could he effect an erection of the penis and 
no portion of the shaft seemed to respond. On Nov. 
16, 1949, almost five months after the priapism had 
subsided, the first stage of a two stage operative pro- 
cedure was carried out. Figures 2 & 3. An incision 


\ 
FIGURE 2. A—incision on the ventral surface of 
the penis to right of midline. B—skin incision has been 
made and Buck’s fascia can be seen. C—Buck’s fascia 
has been incised and the trough between corpora 
cavernosum and spongiosum is being deepened. D— 
shows donor site for cartilage graft. E—shows the pre- 
pared cartilage graft with the silk sutures in place. 


was made on the ventral surface of the penis extending 
from the corona well back over the base of the penis 
and just to the right of the midline. The skin incision 
was deepened through the subcutaneous tissue and 
superficial fascia. Buck’s fascia was incised in the de- 
pression between the right corpus cavernosum and 
the corpus spongiosum. By careful dissection, and 
using a sound in the urethra to bring the corpus 
spongiosum into prominence, a deep trough was pre- 
pared between the corpus spongiosum and the right 
corpus cavernosum to receive the cartilage graft. The 
longest single relatively straight piece of cartilage that 
could be obtained was only about six centimeters long 
and it was immediately apparent that this cartilage 
would not completely bridge the entire undersurface 
of the penis. A similar length of cartilage was then 
obtained and the two pieces spliced together by cutting 
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FIGURE 3. A—shows the cartilage in place in the 
prepared trough with the silk sutures brought out 
through the tunica but not yet tied. B—the sutures 
have been tied and the cartilage almost completely 
buried. C—Buck’s fascia has been sutured. D—the 
skin has been closed and a catheter is in the urethra. 


both pieces on a very slanting bias and then suturing 
the two together with several interrupted sutures of 
very fine silk. There resulted a straight length of 
cartilage approximately eight centimeters in length. 
The cartilage was now pared to remove irregularities 
and to give it a rounded, triangular shape to fit into 
the prepared trough. Fine silk sutures were then placed 
through the cartilage at one centimeter intervals. The 
implant was now placed into the prepared trough so 
that the proximal end of the graft lay well back over 
the base of the penis and behind the level of the 
symphysis pubis and so that it would rest on the fixed 
portion of the penis. The distal end was capped by the 
glans penis. The sutures already placed in the cartilage 
were now brought out through the adjacent tough 
tunica albuginea of the corpus cavernosum and spon- 
giosum and tied. To our pleasure the sutures could be 
tied with no tension and with almost complete burying 
of the implant. Buck’s fascia was now approximated 
using interrupted sutures of very fine silk. The skin 
and subcutaneous tissues were closed with interrupted 
mattress sutures of very fine silk. Frequently during 
the placing and suturing into place of the graft, we 
tested the urethra for pressure deformity and there 
was none. A suture was placed through the glans and 
the penis suspended to a heat cradle by rubber bands. 
A 22 F, Foley bag catheter was left in for bladder 
drainage. Four days post-operatively, the original 
dressings were changed and on the seventh post- 
operative day, the sutures were removed. Two weeks 
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post-operatively, he was allowed to go home and 
shortly afterwards successfully performed sexual inter- 
course. A long redundant foreskin interfered and pa- 
tient used a condom to hold back the foreskin and to 
lend support to his penis. He returned to the hospital 
much more cheerful and in much better spirits and 
was anxious to have the second stage procedure done. 
Approximately six weeks after the first operation, an 
operation identical in principle with the first one was 
performed. During his first admission and while the 
cause for his priapism was being investigated, he was 
found to have a moderate diverticulum of the more 
distal portion of his penile urethra. This was_in- 
advertently entered during the course of the second 
operation and a perineal urethrostomy done to divert 
the urine. There were no ill effects and healing was un- 
complicated and uneventful. 


The ability to have intercourse was much improved 
by the second operation but the long foreskin still 
hampered coitus and a cuff type of circumcision was 
performed. The penis now hung in a semi-erect posi- 
tion that allowed the comfortable wearing of clothing 
but the penis retained enough rigidity and substance 
to allow successful intercourse. Figure 4. 
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FIGURE 4. A—cross section of the penis showing 
the position of the cartilage implants. B—is the penis 
following surgery showing the semi-erect position. 


Patient followed for a year and has continued to 
have successful intercourse without destruction or 
absorption of the cartilages. He has ejaculations al- 
though intercourse is not as pleasant as before the 
priapism. 
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SUMMARY: 


A technic for the transplanting of cartilage into the 
penis, in a two stage operation, for the relief of 
impotency is presented. 


Although cartilage implants have been used for 
similar purposes in plastic restorations of the penis, we 
know of no report of the relief of impotency of the 
type caused by priapism by cartilage implants. We 
believe our method of implantation to be original and 
to have certain advantages over the methods of im- 
plantation reported by Frumkin! and Solomon and 
Karleen2 in their reported cases of plastic restorations 
of the penis. 


We wish to present this as a useful operation 
particularly adaptable to impotency of the type follow- 
ing priapism and for other causes where there has 


Dietary Problems 
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been in‘ury to-or obliteration of the erectible tissue. 
Sexual desire must be retained and the mental attitude 
of the patient must be good. It is not suggested for 
use in impotency of older patients. 


Finally I want to publicly thank Dr. T. M. Yates, 
for his facilitation of the operation by the obtaining 
of the cartilage grafts for me and allowing me to 
thereby devote my full attention to the other features 
of the operation. 


REFERENCES 


1. FRUMKIN, A. P.: Reconstruction of the male 
genitalia. American Review of Soviet Medicine, 
2:14-21, 1944, 


2. SOLOMON, A. A. AND KARLEEN, C. IL: Im- 
potency relieved by cartilage grafts. J. Urol. 58; 
2.9-294. 


in South Carolina 


South Carolina Agricultural Experiment Station 


(We publish this article for two reasons. It contains in- 
formation which should be of concern to all those who 
are concerned with the problem of nutrition in the 
people of South Carolina. It shows what individuals 
and organizations outside of the medical profession 
are thinking and doing in this field. Clemson and 
Winthrop Colleges, through their various agencies, are 
doing work of paramount importance in the field of 
nutrition and we believe their work should be 
recognized and appreciated more by the members of 
our Association. Editor. ) 


Farm Family Diets 


Studies made by the Experiment Station over a 
period of twenty years have shown that farm families 
in the state produce an important part of their food 
supply especially the valuable protective foods, milk, 
green vegetables, eggs.1 In general, farm families had 
very poor supplies of these foods if they did not 
produce them in satisfactory quantities. 


These studies show differences in the diet patterns 
between Piedmont and Coastal Plains. Farm families 
in the low country, in general, used more meat, 
poultry, and fish and less milk than did up-country 
families. Piedmont farm families produced a larger 
share of their food than did those in Coastal areas. 
With increase in industrialization, especially in the 
Piedmont, many families living on farms no longer 
rely on farming for most of their income; one or more 
members work in town and the family often buys the 
greater p»rt of its food supply. This changing pattern 
of living, no doubt, is having marked effects on the 
diets of rural families. 


Rock Hill, S. C. 


The most recent food consumption study in the 
state was made in the late winter and early spring of 
1948 in the tobacco farming section. It was part of a 
Southern cooperative study of farm family diets in 
three types of farming areas, the results of which have 
not yet been published. Home Economists of the Ex- 
periment Station obtained weekly food records in 
Horry, Marion, Florence, and Williamsburg Counties 
from 149 families containing a man, wife, and one or 
more children two to 18 years of age. The sample 
represented the race and tenure groups in approxi- 
mately their actual proportions. 


During the previous year, 1947, the estimated cost 
of food was $567 for white owners, $488 for white 
share croppers, and $331 for negro share croppers; for 
the same groups home-produced foods had a farm 
value of $785, $375, and $311 respectively.2 Most of 
the families produced eggs, pork, potatoes, cornmeal, 
and some garden vegetables. Only 55 percent of them 
had any home-produced milk the previous year. 
According to the 1940 Census 47 percent of the farm 
families in the four counties reported cows milked 
in 1939. The 1948 study indicates that very little, if 
any, increase had taken place in the proportion of 
families having their own milk supply, even though 
commercial milk production in the area may have 
increased. 


During the week in which the food record was 
kept, in February, March, or April, 1948, the con- 
sumption of all forms of milk, cream, ice cream and 


cheese (reduced to an equivalent in fluid milk) was 
as follows:3 
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Quantity of milk per person 
per day 


Percentage having 


None 13 
Less than 1 cup 43 
1 cup, less than 2 cups 20 
2 cups, less than 4 cups 17 
4 cups or more 7 


The consumption of meat (largely pork), eggs, and 
cereal foods was relatively high, but not of vegetables 
and fruits, as the following summary indicates: 


Pounds per person in a week Percentage having 


Tomatoes and citrus fruit: 
None 
O.1-0.4 
0.5-0.9 
1.0 and over 
Green and yellow vegetables: 
None 
Less than 1.0 
1.0 and over 
Potatoes, Irish and sweet: 
None 
0.1-0.9 
1.0 and over 


The nutritive values of these diets were calculated 
and compared with allowances of each of nine nutrients 
recommended by the National Research Council. Iron, 
thiamine, and niacin were seldom below these allow- 
ances. Use of enriched grain products by these families 
was largely responsible for this showing. Fifty-five 
percent of all grain products had been enriched by 
addition of iron, thiamine, riboflavin, and niacin. 
These additions provided, at the family income level 
of $500 to $999 a-year, about one-third of the daily 
iron, almost one-third of the riboflavin, somewhat 
over one-third of the niacin, and over one-half of the 
thiamine allowance recommended by the NRC. In 
spite of enrichment, about a third of the families in 
this income group failed to get as much riboflavin as 
the recommended allowance. 


Taking all families together, approximately two- 
thirds failed to get as much ascorbic acid and calcium 
as the NRC recommends. About one-fifth had 25 
grams or less per person per day of ascorbic acid 
(1/3 of the allowance), and one-sixth had less than 
half the recommended allowance of calcium. A good 
share of the calcium was derived from self-rising 
flour. Vitamin A values were also low in many in- 
stances; only about half of the family diets furnished 
as much as the recommended allowance. 


The influence of the season should be recognized. 
Meat and eggs were at or near their peak of supply, 
but potatoes and other vegetables and fruits were 
probably at their lowest level. In the fall, when sweet 
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potatoes are generally used, the vitamin A values 
would have been much higher. Ascorbic acid would 
have been in better supply in summer and fall. How- 
ever, the amounts of calcium and riboflavin would, no 
doubt, have been below the desired levels at any sea- 
son in families where no milk was produced. 


Diets of Nonfarm Families 


There is reason to believe that nonfarm families, 
even if they have higher cash incomes than do 
farmers, are less well supplied with protective foods 
than are farm families. Dr. Price reported that more 
malnutrition has been observed in families of textile 
workers, especially where both the man and wife 
work, than among farm families.4 No doubt poor 
diets are at least partially to blame for this condition. 


Nutritional Status of Population Groups 


Dietary studies give only indirect evidence regard- 
ing nutritional problems, but they indicate the need 
for educational work and other measures for improve- 
ment of food intake, one of the major factors in 
maintaining good nutritional status. A study of the 
effect of a well planned school lunch on the nutritional 
condition of school children showed that improvement 
in the nutritive value of the day’s meals was ac- 
companied by increased growth rates and other signs 
of well being.S 

Observations by private physicians and public health 
consultants show that malnutrition and poor food 
habits are still problems facing the people of the state:6 


The Challenge 


These facts present a challenge to educators. One of 
the difficult problems is how to bring about desirable 
changes in food habits. The conflict between traditional 
food customs, on one hand, and ideas derived from 
the science of nutrition on the other, is evident when- 
ever an effort is made to improve food habits through 
education.7 One of the big tasks in teaching is to 
make foods “good for” one seem also good to eat. 
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CARCINOMA OF THE ESOPHAGUS 
By 


Cuares B. Hanna, M. D., Spartanburg, S. C. 
Epwarp F, Parker, M. D., Charleston, S. C. 
R. W. PosrLetuwart, M. D., Kinston, N. C. 

AND 
R. H. Buruey, A. B., Charleston, S. C. 


This paper consists of a review of all cases of 
epidermoid carcinoma of the esophagus seen in the 
Roper Hospital and the Cancer Clinic of the Medical 
College of the State of South Carolina during the 
11% year period, January 1, 1940 to June 30, 1951. 
There have been 170 cases with histological proof of 
the diagnosis of epidermoid carcinoma. During this 
same period, there were seven cases of primary car- 
cinoma of the stomach with invasion of the lower end 
of the esophagus, which cases have been excluded 
from the review. 

Many studies have been made of the incidence of 
carcinoma of the esophagus compared to that of the 
stomach and large bowel. These studies indicate that 
in general carcinoma of the esophagus occurs less often 
than carcinoma of the other portions of the alimentary 
tract. It is known, however, that certain countires and 
localities have a higher incidence of esophageal car- 
cinoma, in particular the Scandinavian countires, 
Chinat and other parts of the Orient and Curacao.2 
It has been our observation that also in this locality 
carcinoma of the esophagus occurs more frequently 
than that of the stomach or large bowel. 

Table I shows that there were 155 cases of 
esophageal carcinoma, 146 cases of carcinoma of the 
stomach3 and 103 cases of carcinoma of the colon and 
rectum4 during an 11 year period at this clinic. 


DISTRIBUTION OF CARCINOMA OF THE ESOPHAGUS SEEN IN THE CANCER 
CLINIC OF THE MEDICAL COLLEGE OF THE STATE OF SOUTH 
CAROLINA AND ROPER HOSPITAL 
JAN 1, 1940~ JUNE 30,195) 
170 CASES 


Map I shows the distribution of the 170 cases of 
esophageal carcinoma among the counties of South 
Carolina. It is evident that the large majority were 
from Charleston. 


Ackerman and del Regato6 write that most 
esophageal cancer is in individuals 40 to 60 years of 
age. Table II shows that 96 of our cases (56.8% ) 
occurred between 40 and 59 years of age. Nineteen 
cases (11.2% ) occurred under the age of 40, and 54 
cases (32.0% ) occurred at 60 years of age and above. 


Table [II shows that 145 cases (86% ) of this series 
were Negroes and 25 (14%) were white. Of the 
Negroes 82 were males and 63 females, about a 4:3 
ratio. Among the white cases, there were 14 males 
and 11 females. 


Table IV shows an analysis of the symptoms in the 
170 cases. Dysphagia was the most common complaint. 
Closely following dysphagia was weight loss, often far 
out of proportion to the degree and duration of 
esophageal obstruction. The next most common com- 
plaint was pain, usually referable to the level of 
obstruction. Regurgitation, cough and hoarseness were 
complaints indicating advanced carcinoma. Less com- 
mon findings are listed as a footnote. 


Table V shows the duration of symptoms among 
the 170 cases. In many the diagnosis was established 
reasonably early; this was considered to be so in those 
69 cases (40.7% ) having symptoms of two months or 
lesser duration. In analyzing the records of those cases 
with symptoms of three weeks or lesser duration, it 
was learned that the operability and resectability rates 
were no more favorable than in those with symptoms 
of longer duration. It was considered that the diag- 
nosis was established late in 101 cases (59.3%). In 
studying the records of the 101 cases with symptoms 
of two months or greater duration in order to try to 
find where to place the blame for late diagnosis, it 
was learned that the fault lay more often with the 
physician than with the patient. Most patients con- 
sulted one or more doctors soon after the onset of 
symptoms. Most physicians including those on our 
own staff, failed to suspect the possibility of carcinoma 
of the esophagus, even in the presence of persisting 
and increasingly severe dysphagia, until late in the 
course of the disease. The average duration of 
patients with carcinoma of the esophagus is shorter 
than in those with carcinoma of the stomach or large 
bowel, as evidenced by the fact that only 3 of the 
170 cases had symptoms of twelve months or greater 
duration. 


The most common physical findings are listed in 
Table VI in the order of their frequency. Often the 
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emaciation was so advanced that it alone contra- 
indicated operation. 


The majority of these cases had their weights re- 
corded. There was an average loss of 34 pounds, or 
23% of the total body weight, with extremes ranging 
from 1% to 54%. The varying degrees of esophageal 
obstruction and duration of dysphagia influenced 
markedly the degres of electrolyte imbalance seen. As 
would be expected, there were variations from normal 
hydration to advanced dehydration and_ starvation. 
There was almost always anemia associated with the 
diminished or absent food intake. This offered a 
serious problem which was usually helped by multiple 
transfusions, but occasional cases did not respond to 
any replacement therapy. The cervical lymphadeno- 
pathy, hoarseness, and cough on swallowing water 
were found in the cases with advanced disease. 


The diagnosis was established by esophagoscopy and 
biopsy in most cases. In some, in whom esophago.copy 
was not performed because of refusal or because of 
the moribund state of the patient upon admission or 
other reasons, the diagnosis was established by 
autopsy. Esophagoscopy, in addition to being essential 
for establishing the diagnosis in any case considered 
to be a candidate for operation or other rational 
therapy, also afforded opportunity to ascertain the 
uppermost level of the tumor, some of its character- 
istics, and in some cases the length of esophagus in- 
volved. 


The uppermost level of the lesion was determined 
in 159 cases by esophagoscopy, operation, or autopsy. 
In these, it was found to be in the cervical esophagus 
in 17 cases (10.7%), in the upper fourth of the 
thoracic esophagus in 11 cases (6.9% ), in the middle 
half of the thoracic esophagus in 110 cases (69.2% ), 
and in the lower fourth of the thoracic esophagus in 
21 cases (13.2% ). 


Additional studies considered essential in any pa- 
tient with known or suspected carcinoma of the 
esophagus included radiographic examinations of the 
esophagus and upper gastro-intestinal tract using 
barium, radiographic examinations of the chest, 
laryngoscopy, bronchoscopy and biopsy of any palpa- 
ble lymph nodes possibly the site of the metastases. 
In 11 cases, invasion of the lower end of the trachea 
or a main bronchus, with or without a fistula between 
the esophagus and tracheo-bronchial tree, was found 
by bronchoscopy. 


Table VII shows the incidence of associated dis- 
eases. Of the six patients with other malignancies, one 
had carcinoma of the prostate, one had carcinoma of 
the cervix, two carcinoma of the breast, one malignant 
melanoma of the eye and one fibrosarcoma of the 
abdominal wall. 


The results obtained in 109 of 114 inoperable cases 
are shown in Table VIII. The other 5 cases could not 
be followed. Forty-one cases received no treatment 
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(usually because of refusal or moribund on admission ). 
In these 41 cases, the average time between the onset 
of symptoms and death was 7.5 months, with extremes 
of 15 days and 36 months. Fifty-three cases were 
treated by gastrostomy alone. In these 53 cases, the 
average time between the onset of symptoms and 
death was 9.8 months, with extremes of 2 months and 
51 months. Of more significance was the average sur- 
vival time from gastrostomy until death. In these 53 
cases, it was 3.8 months, with extremes of 4 days and 
35 months. The number of cases treated by other 
methods was too small to merit statistical evaluation, 
but when considered as a group the average survival 
time after the onset of symptoms and after the begin- 
ning of treatment approximated that in those cases in 
whom no treatment was used. The treatments used in 
conjunction with gastrostomy were podophyllotoxin 
locally, radioactive iodine and testosterone. It was felt 
that there was no true palliation achieved in any of 
the patients with gastrostomy. In general, they con- 
tinued to lose weight and strength, despite some in- 
stances of transient improvement in the dysphagia. 
Usually, the gastrostomy seemed an added burden to 
the patients. 


Fifty-six cases were operable. Of these 56 cases, 30 
(54%) were resectable and 26 (46%) were non- 
resectable. Two of the non-resectable cases had cervi- 
cal lesions and in these only tracheotomy was per- 
formed to relieve tracheal obstructions. All of the re- 
maining 24 cases explored and found to be non- 
resectable had thoracic lesions. Four cases died follow- 
ing operation (15.4% of 26). Of the remaining 20 
cases, 2 could not be followed. Gastrostomy in addition 
to exploratomy thoracotomy was performed in 17 of 
the remaining 18 cases. All 18 cases died (Table IX) 
with an average time of eight months between the 
onset of symptoms and death. The average survival 
time after gastrostomy was five months. Therefore, the 
average survival time of the explored non-resectable 
group, with or without gastrostomy, was approximately 
the same as in those having no treatment and in those 
inoperable cases treated by gastrostomy alone. 


All of the 30 cases treated by resection had thoracic 
lesions. Twenty-four of the resections were obviously 
palliative, since all tumor could not be removed. Six 
of the resections were considered to be possibly cura- 
tive. Of the 6 cases having theoretically curative re- 
section, 4 (66% ) died as a result of the operation. Of 
the 24 cases having palliative resection, 13 (54%) 
died as a result of the operation. The results obtained 
in the surviving 13 cases are shown in Table IX. Nine 
cases had palliative resection and an esophago- 
gastrostomy performed at various levels in the thorax 
or neck. Eight of these cases have died. In these 8 
cases, the average time between the onset of symptoms 
and death was 15 months, and between resection and 
death 7 months. However, these 8 patients had much 
improvement subjectively as a result of the restoration 
of the ability to swallow. The remaining case treated 
by palliative resection and esophagogastrostomy is still 
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living and well 11 months after operation at the time 
of this report in spite of the presence of residual tumor 
in the mediastinum. One of the remaining 2 survivors 
of palliative resection had an esophago-esophageal end- 
to-end anastomosis.7 This case survived nine months 
after operation, with normal swallowing for the first 
four months of this time. The one case remaining 
among those treated by palliative resection had a 
Thorek operation, an operation now discarded because 
of its obvious disadvantages. 


One of the two cases surviving theoretically curative 
resection (Table IX) lived for 13 months after the 
censet of symptoms and 12 months after operation. 
During the first seven months after operation, there 
was a return of the ability to swallow satisfactorily. 
The other case surviving a theoretically curative re- 
section has remained well for 37 months following an 
operation at the time of this report. He has maintained 
his weight, his swallowing has remained normal and 
there has been no evidence of recurrent carcinoma. . 


Table X shows the types of resections and the levels 
of the intrathoracic anastomoses performed, with the 
mortality rates for each. The technique of the opera- 
tions is described elsewhere.8 The average operative 
mortality rate for the 30 cases treated by resection was 
57%.° 


Table XI shows the causes of death in the cases 
treated by resection. It is apparent that empyema or 
mediastinitis from anastomotic leaks were the most 
frequent complication. One case had both a_ sub- 
arachnoid hemorrhage and an anastomotic leak with 
empyema accounting for the listing of 18 causes among 
17 cases. The death due to incompatible blood was an 
error which occurred despite the usual precautions. 
The death due to cardiac arrythmia occurred in a pa- 
tient with no evidence of pre-existing cardiac disease. 


DISCUSSION 


There is no known explanation for the high in- 
cidence of carcinoma of the esophagus in this locality. 
It is interesting that 949 of these cases were so-called 
service or clinic patients, while only 6% were private 
patients. This combined with the fact that the 
majority were negroes does not allow any sound im- 
pression as to the relative importance of economic, 
environmental, occupational, racial or other unknown 
factors. 


This review presents the grim fact that there are 
only 2 of 170 patients with carcinoma of the esophagus 
living today, among those seen from January 1941 
through June 1951. In reflecting upon the problem of 
trying to obtain better results, there is probably no 
one answer. However, the failure to establish the diag- 
nosis earlier in the course of the disease must be a 
major factor. This would not seem to apply to those 
69 cases (40.7% ) who had symptoms of two months 


*It is gratifying to report that in the last 7 consecutive cases 
treated by resection, there have been only 2 post-operative 
deaths, a mortality rate of 28.5%. 
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or lesser duration, and even less so to those 30 cases 
(17.7% ) with symptoms of three weeks or lesser 
duration. However, it would seem to apply to those 
101 cases (59.3% ) who had symptoms for periods 
greater than two months. In any patient with any 
symptom, notably a sense of obstruction or pain on 
swallowing, conceivably due to carcinoma of the 
esophagus, two examinations are indicated  im- 
mediately. One is the barium swallow and the other 
is esophagoscopy. While the barium swallow is gen- 
erally used, unfortunately too often too late, to de- 
termine the presence or absence of a filling defect in 
the esophagus, it is not recognized generally that the 
endoscopic examination is indicated also even if the 
radiographic examination is normal. In our series of 
cases, there were at least 3 cases having a normal 
esophagus upon radiographic examination, who were 
found to have carcinoma upon esophagoscopy and 
biopsy. Granting that all carcinomata must be 
sufficiently small in their early course so as not to 
cause any great degree of obstruction, it is also reason- 
able to believe that at some time the size of a car- 
cinoma could be so small that it would not be detect- 
able upon radiographic examination, whereas it would 
be upon direct observation with a scope. This is be- 
lieved to be true because the vast majority of car- 
cinomata of the esophagus are epidermoid in type and 
therefore arise in the mucosal lining which is easily 
accessible to a scope. 


It is believed that if it were possible to establish the 
diagnosis of carcinoma of the esophagus sooner after 
the onset of symptoms than it was possible to do in 
the ma‘ority of the cases in this series, the results 
would be distinctly better. One cannot be certain of 
the increase in the number of cures to be accomplished 
thereby, but surely the number of cases having success- 
ful and worthwhile palliation should be increased con- 
siderably. 


Another problem pertaining to the question of 
obtaining better results in the treatment of carcinoma 
of the esophagus concerns the treatment of starvation, 
to which these patients are particularly subject. Prob- 
ably secondary to starvation are the additional prob- 
lems of reduced blood volume, the poor reparative 
powers of the tissues, and the decreased resistance to 
infection, blood loss, and stress. Unfortunately, it is 
extremely difficult and well nigh impossible to correct 
the severe malnutrition so often associated with car- 
cinoma of the esophagus even in the absence of 
demonstrable metastases. Until it becomes possible to 
correct this malnutrition, the results of treatment of 
the carcinoma will probably still remain far below 
those to be desired. 


Although there have been recently several re- 
ports®,10,11 on the efficacy of radiation therapy, it is 
believed that at present the treatment of choice for 
carcinoma of the esophagus is its complete surgical 
extirpation. This is combined with excision of a long 
segment of normal appearing esophagus above the 
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upper gross extent of the tumor, and all of the eso- 
phagus distal to the tumor. Further it is combined 
with excision of all accessible and expendable regional 
sites of spread or possible spread. After the above, 
the stomach is substituted for the esophagus to re- 
establish the continuity of the intestinal tract by 
esophago-gastrostomy in the thorax, or in the neck 
with the stomach traversing the thorax. All of the 
above is accomplished in a single operation performed 
through the left side of the thorax, with access to the 
abdomen through the diaphragm, and with the addi- 
tion of a cervical incision if indicated. The approach 
on the left is preferred at present, although combined 
abdominal and right thoracic approaches have some 
desirable features in selected cases. It is our belief 
that excision of the primary tumor and restoration of 
the ability to swallow is virtually always indicated, 
barring concomitant serious cardiac, renal or hepatic 
disease contraindicating operation, even if it is known 
preoperatively or if it is found at operation that the 
resection is to be palliative rather than theoretically 
curative, provided the malnutrition is not so advanced 
as to constitute a contraindication per se. In the in- 
operable cases, there has been no significant palliation 
accomplished by any method. In the operable and re- 
sectable though incurable cases, the palliation has 
been very significant and the patients have been most 
grateful. In adopting this view it is recognized that 
the hazard of operation is very great indeed, but also 
it is recalled that it has been said truthfully that life 
without the ability to swallow in the presence of car- 
cinoma is only a life not worth living. 


SUMMARY 


. A clinical evaluation of 170 cases of histologically 
proven esophageal carcinoma is presented. Eighty- 
six per cent of the cases were Negroes. 


2. There is locally a relatively higher incidence of 
esophageal carcinoma than reported elsewhere in 
the United States. In this clinic, there is a higher 
incidence of carcinoma of the esophagus than of 
the stomach, rectum, or colon. 


3. The majority of the lesions were in the middle 
one-half of the thoracic esophagus. 


. The duration of comfort and life in the inoperable 
and non-resectable cases was not increased ap- 
preciably by the use of gastrostomy, with or with- 
out roentgen therapy. 


. Only 33% of the 170 cases were operable and of 
these only 54% were resectable. The mortality rate 
for all cases treated by resection was 57%. Only 
3% of all cases had theoretically curative resections. 


. The majority of the patients surviving resection had 
restoration of the ability to swallow for most -of 
their remaining life, and lived twice as long after 
the onset of symptoms as those with no treatment 
or those with gastrostomy. 
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7. Only 2 of the 170 cases are still living. 


8. The problems concerned with trying to obtain better 
results than those reported in this review, chiefly 
through earlier diagnosis and treatment, are dis- 
cussed. 


TABLE I 


Relative Incidence of Carcinomata of Several Sites 
Among Hospital Patients—Service and Private— 
During the Eleven Year Period 
January, 1940—January, 1951 

Site Number of Cases 
Esophagus 
Colon and Rectum 
Breast (10 years only)5 


TABLE II 
Number of Cases 


Age of one patient not recorded 


TABLE III 
Sex and Race Number of Cases Percent 
Colored males 49 
Colored females 37 
White males 8 
White females 6 

Colored 86% Females 

White 14% Males 


43% 
57% 


TABLE IV 
SYMPTOMS 
Dysphagia—first symptom—122 cases—70.5% 
Pain in chest not necessarily only on swallowing 
first symptom most commonly in remainder. 
Dy —_ Number of Cases 
sphagia 
Weight loss 
Pain 
Regurgitation 
Cough 
Hoarseness 
Substernal fulness, nausea and vomiting, hematemesis, 
a ae fever, singulitus, sorethroat, dyspnoea and 
melana. 


TABLE V 


DURATION OF SYMPTOMS 

Number of Cases 
Less than 3 weeks 30 
3 weeks - 2 months 39 
2- 6months 46 
6 - 12 months 47 
12 - 18 months 1 
18 - 24 months 0 
Over 24 months 2 
Unknown 


Total 170 
Duration did not influence rate of operability. 
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: 30 - 39 17 10.0 
. 40 - 49 44 26.0 
: 50 - 59 52 30.8 
60 - 69 44 26.0 
70-79 10 6.0 
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\ 
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4 
5 Percent 
17.7 
23.0 
27.0 
27.6 
0.6 
6 0.0 
1.1 
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TABLE VI 
PHYSICAL EXAMINATION 
Emaciation or cachexia 
Dehydration 
Anemia 
Marked dental caries 
Cervical lymphadenopathy 
Hoarseness 
Cough on observing the patient swallow 


TABLE VII 

ASSOCIATED DISEASES 
Heart Disease 22 Instances 
Positive Wassermann 
Other Malignant Tumors 
Aortic Aneurysm 
Pulmonary Tuberculosis 
Diabetes 
Renal Calculus 
Carotid Aneurysm 
Subacute Bacterial Endocarditis 
Nodular Goiter 


| 


5 


aD 


TABLE VIII 
Treatment of Inoperable Cases 
Average Survival Times in Months 


Onset Treat- 
Cases Symptoms ment 
Followed To 
Death 
41 


53 


Cases 
Living 


No treatment 
Gastrostomy alone 
Gastrostomy plus x-ray 
Gastrostomy plus other® 
Jejunostomy alone 
X-ray alone 
Testosterone and 
dilatations 


text 


4 
3 
3 


TABLE X 
Types of Resection and Anastomosis 
For Thoracic Lesions 
Mortality 
Cases Survived Died Ra 
Thorek 4 
E-G® in neck 
E-G® above arch 7 
E-G® at arch 5 
E-G® below arch 6 
End-to-end (low) 1 


Totals 30 
° Esophago-gastrostomy 


| 
| 


w 
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TABLE XI 
Causes of Death Following Operation 


Anastomotic leak and empyema 
Empyema 

Hemorrhage and/or shock 
Mediastinitis 

Subarachnoid hemorrhage 
Cardiac arrhythmia 


Incompatible blood 
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TABLE IX 
Treatment by Exploration for Thoracic Lesions 
Surviving Non-Resectable and Resectable Cases 
Average Time Intervals in Months 


Later 
Deaths 


17 


Cases 
Followed 


17 
1 


N-R thor. 
N-R thor. s 
Res. thor. 
Res. thor. 
Res. thor. 
Res. thor. 


N-R—non-resectable. 


9 
1 
1 
2 


Res.—resectable. 


Thor.—thoracic. 


Onset 
To Death 


Operation 
To Death 


Cases 
Living 


0 
0 
1 (11 mos.) 
0 


Improved 
0 
0 


5 
8(?) 
4 
12 7 1 (37 mos.) 
G—-gastrostomy. E-G—esophago- 


gastrostomy. Tk—Thorek. E-E—end-to-end anastomosis. p—palliative. c—curative. 


40 
7 cases 
4 cases 
3 cases 
1 case 
1 case 
1 case 
1 case 
|| 9.8 3.8 0 
7 4 9.2 5.1 0 
6.0 2.1 0 6 
5.0 0 
11.0 3.0 0 
1 5.0 1.0 0 7 
(G) 1 4 
E-G) p 8 15 
Tk) p 1 15 
E-E) p 1 23 
(E-G) c 1 13 
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THE PRESIDENT’S PAGE 


It was with considerable regret that the President 
called a special meeting of the House of Delegates 
on December 9. The Council asked for the meeting 
in order that it might present to the House for action 
a proposed petition it had prepared, after much study 
and serious consideration. This proposed petition was 
directed to the South Carolina General Assembly, and 
it was requested that a law be enacted to reconstitute 
the State Board of Health and the Executive Com- 
mittee of the State Board of Health. The proposals of 
Council had previously been sent to each delegate so 
that the House could assemble already well informed. 


The attendance at the meeting was gratifying, over 
fifty delegates having taken their seats before the 
meeting was called to order. 


Dr. O. B. Mayer stated the object of the meeting 
and he and other members of Council briefly stated 
the background of the situation and of the studies 
that had been made by Council, which led up to the 
proposal that had been made. 


The House then sat as in committee of the whole, 
so that discussion could be conducted informally and 
fully. A group from the Charleston society, led by 
Dr. O. B. Chamberlain, presented an alternative 
petition, which while differing in several more or less 
minor details, still incorporated the main recommenda- 
tions of Council. ‘These recommendations were 
amended in several less important respects. Then the 
committee of the whole recommended that this 
alternative petition from the Charleston group, instead 
of that offered by Council, be recommended to the 
House for adoption. This recommendation of the com- 
mittee of the whole was received by the House and 
was adopted as the action of that body, with little 
dissent. 


Briefly, the petition to the General Assembly of 
South Carolina requests that the South Carolina Medi- 
cal Association, in its corporate capacity, be no longer 
the State Board of Health, and that the Executive 
Committee of the State Board of Health be abolished. 
In their stead, it was requested that a new State Board 
of Health, composed of nine members with staggered 
terms of office, and composed of three doctors of 
medicine, one dentist, one graduate registered nurse, 
one pharmacist and three citizens of the state not en- 
gaged in health service be established. It was pro- 


posed that the medical members (doctors, dentist, 
nurse and pharmacist) be nominated for appointment 
by the governor by their respective state organizations 
and that they and the other members be appointed 
by the governor for terms of four years, except for 
shorter terms at first, so as to bring about a staggering 
of expirations of terms of appointment. This newly 
constituted State Board of Health would assume all 
the duties of the present Board of Health (The South 
Carolina Medical Association) and of the present 
Executive Committee of the State Board of Health, 
including the selection and employment of a State 
Health Officer. 


There would also be created a State Department of 
Health, to be headed by the State Health Officer, 
which would be the executive body charged with 
carrying out the policies and enforcing the health 
regulations of the State Board of Health and laws 
pertaining to public health. 


A special committee, headed by the President, was 
provided for, to present this petition of the House of 
Delegates to the General Assembly and to seek the 
adoption of a bill incorporating the requests contained 
in the petition. When this is published, that com- 
mittee will have already taken steps to carry out that 
mandate. 


A second matter for consideration was included in 
the call for the special meeting of the House of Dele- 
gates. This was the proposal to hold this next year a 
recessed meeting of the House of Delegates, that all 
recommendations, new resolutions and other im- 
portant matters requiring action by the House should 
be referred to reference. committees for hearings, such 
hearings to be held during the recess on the afternoon 
and evening of the first day of the annual meeting, and 
then be reported back to the House the next morning 
at the resessed meeting, and that the annual banquet 
be held on Thursday night rather than Wednesday, so 
making of it the closing event of the meeting. This 
proposal would necessitate the scientific program’s 
beginning Wednesday afternoon and _ continuing 
through Thursday afternoon. 


This proposal was presented to the House for action 
and was unanimously adopted without adverse dis- 
cussion. 


J. Decherd Guess 
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ANNUAL MEETING 


Under the new plan proposed by our President, Dr. 
J. D. Guess, and endorsed by Council, the annual 
meeting will be held as follows: 
Tuesday afternoon, May 13, House of Delegates 
Tuesday evening, May 13, Reference Committees 
Wednesday morning, May 14, House of Delegates 
Wednesday afternoon, May 14, Scientific session 
Thursday morning, May 15, Scientific session 
Thursday afternoon, May 15, Scientific session 
Thursday evening, May 15, Annual banquet 

Headquarters will be the Ocean Forest Hotel, 
Myrtle Beach, S. C. 


BIG FIVE 


These five might be termed the key men in the 
American Medical Association; Dr. John Cline, Presi- 
dent, Dr. Louis Bauer, President-Elect, Dr. Dwight 
Murray, Chairman of the Board of ‘Trustees, Dr. 
George Lull, Secretary and General Manager, and 
Dr. Austin Smith, Editor of the Journal. 

Three of these, Drs. Cline, Lull, and Smith, have 
been guests in our state during recent years, and 
last month Dr. Bauer paid an official visit. That leaves 
Dr. Murray, and although he lives in California and 
his activities do not bring him to the southland, we 
hope that the day is not far distant when he will 
afford us the opportunity of giving him a taste of 
South Carolina hospitality. 


CONGRATULATIONS, COLUMBIA 


The custom established by Dr. William Weston of 
having the President-Elect of the American Medical 
Association as the guest speaker at the January meet- 
ing of the Columbia Medical Society is one which 
should be appreciated by every member of our Asso- 
ciation. The Columbia society is ever gracious with 
its invitations and the occasion affords a contact with 
our parent organization, the American Medical Asso- 
ciation, which would be missed otherwise. Congratula- 
tions, Dr. Weston and the Columbia Society. 


LOUIS H. BAUER 


Few men have given more of their time and energy 
to American and World medicine than has Dr. Louis 
Bauer. After establishing himself as a medical leader 
in the state of New York, he began his work with the 
American Medical Association where his abilities were 
soon recognized and he was rapidly pushed up the 
ladder—member of the House of Delegates, member 
of the Board of Trustees, chairman of the Board of 
Trustees, and now President-Elect of the Association. 
One of the group responsible for the creation of the 
World Medical Association, he now serves as secretary 
of that organization. 


In his informative and stimulating address on 
“Medicine and the Future,” presented in Columbia 
recently, Dr. Bauer showed the extent of his knowledge 
and the breadth of his vision. We do not believe we 
could have found a better man to fill the office which 
he now holds. 


COMING ELECTIONS 


County medical societies are now electing their 
officers for the year and it will not be long before 
the state association will be choosing its leaders for 
the days ahead. This Journal plays no favorites and 
endorses no candidates, but merely begs that these 
new officers and leaders be selected with care. The 
future is uncertain and _ positive leadership is 
imperative. 


DUES PAYABLE 


Dues are now payable; 
County dues—(see county treasurer) 
S. C. Med. Association 
A.M.A. 
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CHARLESTON, S. C. 


ANDERSON, R. M., BOONE, J. A., & COLEMAN, 
R. R. (Charleston): The use of procaine amide in 
ventricular tachycardia. (South Med. J. 44:905-909, 
Oct., 1951) 

BALL, R. W. (Columbia): Congenital syphilis. An 
approach to the problem via the certificate. (Ven. 
Dis. Information 32:208-215, Aug., 1951) 

BANOV, L. JR. (Charleston): Aureomycin treatment 
of rectal strictures. (Amer. Surg. 17:143-149, Feb., 
1951) 

BROWN, J. M. & FERRARA, E. (Charleston): Intra- 
venous evipal sodium-decamethonium bromides to 
facilitate endotracheal intubation: a clinical study. 
(Amer. Surg. 17:123-126, Feb., 1951) 

CANTEY, W. C. & MCCUTCHEN, G. T. (Colum- 
bia): Colostomy and ileostomy. (Amer. Surg. 
17:428-440, May, 1951) 

COOK, W. C. & MOORE, A. (Columbia): Milroy’s 
disease. (J. A. M. A. 147:650-652, Oct., 13, 1951) 
CUTTINO, J. T. (Charleston): Mesothelioma of the 

pleura. (Arch. Path. 51:553-559, May, 1951) 

CUTTINO, J. T. (Charleston): Contrast between the 
anoxia of experimental pulmonary arterial occlusion 
and of tracheal obstruction with special reference 
to changes in the S-T segment and T-wave. (South. 
Med. J. 44:909-915, Oct., 1951) 

FINGER, W. C. (Charleston): Hemorrhage from 
marginal sinus rupture. (South. Med. & Surg. 113: 
346-347, Nov., 1951) 


FOUCHE, J. W. (Columbia): Benign fibroma of 
mediastinum. (Dis. Chest 19:589-592, May, 1951) 


GAINES, T. R. (Anderson): Postdiphtheritic cyclo- 
plegia. (Arch. Ophthal. 45:416-418, April, 1951) 


GAZES, P. C. (Charleston): Effects of potassium 
chloride on the intestinal motility in human beings 
and dogs, by P. C. Gazes, J. A. Richardson, and 
M. deV. Cotten. (J. Lab. & Clin. Med. 37:902-908, 
June, 1951) 


HANCKEL, R. W. (Charleston): Lye burns of the 
esophagus. (Ann. Otol., Rhin., & Lary. 60:22-38, 
March, 1951) 


HARRIS, R. G. (Charleston): Rapid antibiotic 
sensitivity tests on aerobic organisms associated 
with chronic ulcers, by R. G. Harris and J. Y. 
White. ( Amer. Surg. 17:127-131, Feb. 1951) 


HEINS, H. C., JR. (Charleston): Pudendal block with 
hyaluronidase. ( Amer. J. Obst. & Gynec. 62:658-661, 
Sept., 1951) . 


HESTER, L. L., JR. (Charleston): Granuloma 
venereum of the cervix and vulva. (Amer. J. Obst. 
& Gynec. 62:312-320, Aug., 1951) 


IRVIN, C. W., JR. (Columbia): Ventricular tachy- 
cardia. Report of a case in which “pronestyl” was 
effectively used after failure with quinidine, by 
C, Warren Irvin and F. B. Cutts. (J. A. M. A. 146: 
1282-1283, Aug., 4, 1951) 


JOSEY, A. I. (Columbia): The importance of the 
cervical spine to the internist. (Ann. Int. Med. 
35:375-390, Aug., 1951) 


KNISELY, M. H. (Charleston): An annotated 
bibliography on sludged blood. (Postgrad. Med. 
10: 15-24, 80-93, July, 1951) 


KREDEL, F. E. (Charleston): Duodenocolic fistula 
from advanced carcinoma of transverse colon. 
Massive palliative resection. (Amer. Surg. 17:99- 
102, Feb., 1951) 


LAUB, G. R. (Columbia): Primary cholesteatoma of 
the mastoid. (Arch. Otolary. 54:713-717, Dec., 
1951) 


LIPPERT, K. M. & FREDERICK, L. D., JR. (Col- 
umbia): A sacculated aneurysm of the saphenous 
vein. (Ann. Surg. 134:924-926, Nov., 1951) 


LIPPERT, K. M., POTOZKY, H. & FURMAN, I. K. 
(Columbia): Clinical significance of pleuroperi- 
cardial cyst. (Arch. Int. Med. 88: 378-386, Sept., 
1951) 


LYNCH, K. M., JR. (Charleston): Posttraumatic 
ischemic infarction of the kidney due to arterio- 
spasm: a clinicopathological and experimental study, 
by K. M. Lynch, Jr. and H. L. Large, Jr. (Charlotte, 
N. C.) (South. Med. J. 44:600-610, July, 1951) 


LYNCH, K. M., JR: (Charleston): Lipid distribution 
in the Sertoli cell and Leydig cell of the rat testis as 
related to experimental alterations of the pituitary- 
gonad system, by K. M. Lynch, Jr. & W. W. Scott. 
(Endocrinology 49:8-14, July, 1951) 


LYNCH, K. M., JR. (Charleston): Indications for the 
various methods of prostatectomy. (Amer. Surg. 
17:150-155, Feb., 1951) 

MAGUIRE, D. L., JR. (Charleston): Hemorrhoid 
therapy with minimal discomfort. (Amer. Surg. 17: 
132-138, Feb., 1951) 

MAYO, H. W., JR. (Charleston): Present status of 


the surgical therapy of gastric and duodenal ulcer. 
(Amer. Surg. 17:316-322, April 1951) 


MAYO, H. W., JR. & MCKEE, E. E. (Charleston): 
Carcinoid of the rectum. (Arch. Surg. 62:506-513, 
April, 1951) 


MAYO, H. W., JR. & POSTLETHWAIT, R. W. 
(Charleston ): Perforated carcinoma of the stomach. 
(Amer. Surg. 17:103-111, Feb., 1951) 
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MOSELEY, V. (Charleston) & COKER, W. G., JR. 
(Spartanburg): A clinical evaluation of antacid 
therapy in the treatment of the peptic ulcer 
syndrome. (South. Med. J. 44:610-616, July, 1951) 

PARKER, E. F. (Charleston): Early diagnosis of 
carcinoma of the lung. (Amer. Surg. 17:156-159, 
Feb., 1951) 

PERRY, C. W. (Anderson): Treatment of fractures 
with intramedullary nail. (Amer. Surg. 17:1064- 
1079, Nov., 1951) 

POSTLETHWAIT, R. W., HANCKEL, R. W. & 
WEINBERG, M. (Charleston): Benign stricture of 
the esophagus with esophagobronchial _ fistula 
treated by exclusion procedure. (Amer. Surg. 17: 
112-117, Feb., 1951) 

POSTLETHWAIT, R. W. & HANNA, C. B. (Charles- 
ton): Pulmonary resection for the solitary meta- 
static lesion. (West Virginia Med. J. 47:289-290, 
Sept., 1951) 

POSTLETHWAIT, R. W., MOSELEY, V., MCKEE, 
K. T., MURDOCH, J. H., JR. & MCCORD, W. M. 
(Charleston): ACTH and cortisone in advanced 
carcinoma of the digestive tract. (Cancer 4:984-987, 
Sept., 1951) 

PRIOLEAU, W. H. (Charleston ) : The physician-pa- 
tient relationship in cases of malignant disease. 

(Amer. Surg. 17:1080-1082, Nov., 1951) 
PRIOLEAU, W. H. (Charleston): Appendico- cecos- 
tomy in the treatment of advanced appendisitis. 
(Amer. Surg. 17:139-142, Feb., 1951) 

TIMMONS, J. R. & TIMMONS, J. M. (Columbia): 
Lingual thyroid: the use of radioactive iodine in 
diagnosis. (Ann. Surg. 133: 90-94, Jan., 1951) 
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WALLACE, W. R. (Chester): Facial manifestations 
of diseases. South. Med. & Surg. 113:15-16, Jan., 
1951) 


WALTON, R. P. (Charleston): The nature of the 
cardiac stimulation produced by veratrine alkaloids, 
by M. deV. Cotten & R. P. Walton. (Arch. Int. 
Pharmacodyn. 87:473-492, Sept., 1951) 


WALTON, R. P. & GAZES, P. C. (Charleston): The 
effect of digitalis and other drugs on heart con- 
tractile force: clinical implications. (South. Med. J. 
44:418-423, May, 1951) 

WARING, J. I. (Charleston): Early interest in pedi- 


atrics in South Carolina. (Pediatrics 8:413-418, 
Sept., 1951) 


WILSON, L. A. (Charleston): The unification of ob- 
stetrics and gynecology as specialty. (Amer. J. 
Obst. Gynec. 62:241-245, Aug., 1951) 


WYMAN, B. F. (Columbia): Rabies and the doctor. 
South. Med. & Surg. 113:72-74, March, 1951) 


YOST, O. R. (Orangeburg): The concept of psycho- 
somatic medicine. (N. C. Med. J. 12:229-231, June, 
1951) 

YOST, O. R. (Orangeburg): Therapeutic value of 
gardening. (South. Med. & Surg. 113:33-35, Feb., 
1951) 

YOST, O. R. (Orangeburg): Drug addiction. (South. 
Med. & Surg. 113:108-113, April, 1951) 

ZISES, M. & SMITH, G. C. (Florence): Nine cases 
of granuloma inguinale treated with chloromycetin. 
(Amer. J. Syph. 35: 294-296, May, 1951) 


CORRESPONDENCE 


ge from a letter from Dr. J. W. Jervey, Green- 
ville ). 

“Personally, I see no objection to moral grievance 
committees, and a state one too if you like. No physi- 
cian who is doing what he should do need have any 
fear of such an arrangement, and the remainder (let 
us hope it is infinitesimal) should be frightened if we 
can do no better. Nor do I particularly care as to who 
makes up such committees so long as the doctors are 
freely represented and there is assurance that the 
personnel will be decent people. 

“T seem to be in the minority on the matter of dis- 
continuing the life membership in the house of 
delegates of our past presidents. I am attached to the 
present for by reason of sentiment to some extent. 
However, from a practical point of view I do not 
believe these men constitute any organized powerful 
pope | group. yn | probably differ from one another 
as much as you and I would. Furthermore, there are 
the persons of our own free choice as a rule and 
should be continually looked to for help and guidance 
so long as it is available. They can never a large 
number and what influence they do have will neces- 
sarily shrink with time as our state society enlarges. 


Dr. Julian P. Price, Editor 
South Carolina Medical Journal 
Florence, South Carolina 
Dear Dr. Price: 
Kindly request that this letter be published in the 
South Carolina Medical Journal so that the informa- 


tion contained in the following telegram received from 
the Chief Medical Director, Veterans Administration, 
Central Office, Washington, D. C., on December 17, 
1951, can be disseminated to all members of the 
South Carolina Medical Association who are 
participating in the outpatient treatment of eligible 
veterans. 

“Information this office indicates that some fee 
basis physicians are prescribing alcoholic beverages in 
connection with authorized outpatient treatment 
veteran patients. Existing VA regulations prohibit pre- 
scribing alcoholic beverages for outpatients and this 
restriction extends to prescribing by fee basis and 
designated physicians. With other suitable recognized 
therapeutic agents available, whiskey and _ other 
alcoholic beverages are not considered appropriate for 
prescription order for outpatient use. Please instruct 
all fee basis physicians and concerned medical so- 
cieties or intermediaries accordingly. Pharmaceutical 
associations being advised not to accept prescriptions 
for alcoholic beverages after January 15, 1952. Pre- 
scriptions accepted in good faith and filled prior to 
that date, may be processed for payment if otherwise 
in order.” 

Your cooperation in this matter is deeply ap- 
preciated. 

With kindest regards, I am 

Cordially yours, 
JOHN B. COUSAR, M. D. 
Chief Medical Officer 
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THE TEN POINT PROGRAM 


M. L. MEADORS. DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


BAUER TELLS MEDICAL MEN 
OF PROGRESS 
(“The State” Columbia, January 15, 1952). 

“There is no reason to believe that any disease 
exists for which prevention and cure will not be found 
eventually,” members of the Columbia Medical 
society were told at their monthly meeting at the 
Hotel Columbia last night. 

Dr. Louis H. Bauer, president-elect of the American 
Medical society, in an address before the group noted 
the progress made in medical science in the past 25 
years. The trends in the socio-economic field, how- 
ever, Doctor Bauer called “not only disheartening, but 
downright alarming.” 

“The average life span has increased 20 years in 
the last 50 years and will probably continue to in- 
crease,” Doctor Bauer said. 

“Medicine is no longer solely a matter for the medi- 
cal profession,” he said. “The public needs education 
on the dangers of certain diseases and how to prevent 
them; the necessity of early immunization; the dangers 
of self-medication, charlatanism and quackery. It 
should be informed of the resources of medicine and 
the necessity for the protection of medical research,” 
he added. 

Doctor Bauer called for a continuance of the medi- 
cal profession’s fight against socialized medicine. 

“Many seem to feel that we have won our fight 
against socialized medicine. I assure you we have not. 
We have won a breathing space,” Doctor Bauer said. 
The socializers are for the moment not trying to move 
socialized medicine through the ‘front door,’ he added, 
“but they are still trying to ‘inch it in by degrees’ 
through the ‘back door’.” 

He called for further expansion of voluntary health 
insurance; adequate medical care for the indigent; 
adequate hospital facilities; further protection against 
financially catastrophic illness, all led by the medical 
profession, as a buffer to socialization. 

“We must realize that we cannot practice medicine 
as we did 25 years ago,” he told the medical group. 


SOCIALIZATION IN ANY FORM RAKED* 

The South Carolina Medical Society is sponsoring a 
contest for high school students, to write essays on the 
private medical programs in the country. Probably the 
background for the contest is the continuing efforts 
of government toward a semi-socialization of medicine, 
which hasn’t worked out in England and could not in 
this country. 

Similiarly, the government in certain cases and in- 
stances is pushing its compulsory health insurance 
plans wherever and whenever the opportunity arises. 


*Reprinted from Lancaster News, January 11, 1952. 


The voluntary medical insurance systems, which 
provide protection for the family at a cost of a few 
dollars a month, have been an outstanding success. 
Their membership runs into the tens of millions and 
is growing still. But the proponents of compulsory 
government health insurance, which is a polite term 
for semi-socialized medicine, have criticized them on 
the grounds that they do not cover catastrophic ill- 
ness—that is, chronic ailments of long duration. 

Yet the fact is that the proposed government in- 
surance system does not meet this problem. It provides 
only for a brief and limited period of hospitalization 
and other services. It would offer nothing that private 
plans do not offer. But it would substitute compulsion 
for voluntary action by the individual, and it would 
saddle the medical fraternity and the taxpayers of the 
nation with a great new bureaucracy with an annual 
budget of many billions. 

Moreover, much work is now being done by the 
medical men and the voluntary insurance organizations 
in attacking the problem of catastrophic illness. 

American health standards are now the best in the 
world. That is an accomplishment of free medicine 
and voluntary action by the people. Still better 
standards will result from the same causes. 

While The News realizes that in the field of medical 
insurance and in the fields of medical practice there 
are certain unscrupulous characters who make _ the 
public pay more through the nose than is justified, it 
feels by and large the medical doctors of our nation, 
our state and particularly Lancaster county and area, 
are honest, forthright and hard working men, who 
have the welfare of the people they serve at heart. 

We state that we are backing the medical profession 
as a private profession and reject any attempts to 
socialize in any form. If a foothold were gained there, 
who can say it might not be gained in the newspaper 
business, or any business with which we in Lancaster 
are concerned. 


STATEMENT BY THE PRESIDENT 
(CREATING THE “PRESIDENT’S 
COMMISSION ON THE HEALTH NEEDS 
OF THE NATION”) 

I have today signed an Executive Order creating the 
President’s Commission on the Health Needs of the 
Nation. 


The Commission has one major objective. During 
this crucial period in our country’s history it will make 
a critical study of our total health requirements, both 
immediate and long-term, and will recommend 
courses of action to meet these needs. 


I have long been interested in safeguarding and 
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improving the health of our people. The provision of 
adequate health care for all of our population must be 
a matter of national, as well as local, concern. It is 
particularly important that in this day of world crisis 
we should seek to limit the drain upon our strength 
through illness and death. 


We have made progress in our attack upon health 
problems through such measures as aid for hospital 
construction, medical research, and maternal, child 
health and crippled children’s services. And we are 
making every effort for the most effective utilization 
of available health resources during this emergency. 
The Health Resources Advisory Committee in the 
Office of Defense Mobilization, the Inter-Agency 
Health Council, and the Armed Forces Medical Policy 
Council, in cooperation with other Federal, State, and 
local agencies and our civilian health professions, are 
doing a good job in coordinating programs so that 
mobilization needs may be met without endangering 
the health services which are vital to our civilian 
population. 


We still have a long way to go, however, before we 
can hope to provide for the health needs of our people 
on both an immediate and long-time basis. Many vital 
problems remain unanswered, such as insuring an 
adequate supply of physicians, dentists, nurses and 
allied personnel; developing local public units through- 
out the Nation; making more hospitals and hospital 
beds available where needed; stepping up the tempo 
of fundamental medical research; meeting the needs 
of the chronically ill and aged; and providing adequate 
diagnostic, rehabilitative, and other health services to 
all income groups. 


I have repeatedly endorsed programs to solve these 
problems. Our attempts to take constructive action on 
these issues have met enthusiastic support from some 
quarters and bitter opposition from others. As a result, 
our people are confused about the proper course of 
action on subjects so vitally important to their welfare. 
On a number of occasions I have stated that I would 
be happy to consider suggestions which were better 
than the measures I have endorsed to bring the con- 
tinuing achievements of medical progress to all our 
people. But such counter-proposals have not been 
forthcoming. 

I have, therefore, established the President’s Com- 
mission on the Health Needs of the Nation to study 
the facts and to present its recommendations for safe- 
guarding and improving the health of the Nation. 
Since we need the advice of all viewpoints, the Com- 
mission contains both professional and lay members. 
It will make a searching inquiry into the facts and 
give us the benefit of obiective and constructive think- 
ing on these problems which are of vital concern to 
every American. 


The Commission is authorized to present interim 
reports on its findings, so that we shall have the bene- 
fit of its timely studies within the next twelve months. 
To aid in its deliberations within this period, the Com- 
mission will have available a number of studies in the 
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health field of governmental agencies, Congressional 
committees, and other public and private groups. 
Moreover, I have asked the Commission to give its 
immediate attention to an evaluation of the most 
recent information on subjects currently pending be- 
fore the Congress and requiring consideration in the 
next session, such as aid to medical education and aid 
to local public health units. 


We must dedicate ourselves to the continuing search 
for what is best for the nation in solving our health 
problems. I am certain that the President’s Commission 
on the Health Needs of the Nation will make an in- 
valuable contribution toward preserving one of our 
most precious assets, the health of all of our people. 


EXECUTIVE ORDER 
ESTABLISHING THE PRESIDENT’S 
COMMISSION ON THE HEALTH NEEDS 
OF THE NATION 


WHEREAS our Nation’s strength is directly de- 
pendent upon the health of its people; and 

WHEREAS the needs of our military, defense-pro- 
duction, and civil-defense programs for an assured 
and adequate supply of personnel and services present 
special problems in the allocation of our health re- 
sources during this emergency period; and 

WHEREAS it is essential that at all times adequate 
provision be made to meet the health needs of the 
general public, including veterans; and 

WHEREAS an objective appraisal of the effect of 
actions taken to provide for immediate and emergency 
needs is essential at this time in order that we may 
continue to meet long-term requirements for safe- 
guarding and improving the health of the Nation: 

NOW, THEREFORE, by virtue of the authority 
vested in me as President of the United States, it is 
ordered as follows: 


Section 1. There is hereby established a commission 
to be known as the President’s Commission on the 
Health Needs of the Nation, which. shall consist of a 
chairman and fourteen other members to be designated 
by the President. 

Section 2. The Commission. is authorized and 
directed to inquire into and study the following: 

(a) The current and prospective supply of physi- 
cians, dentists, nurses, hospital administrators, and 
allied professional workers; the adequacy of this supply 
in terms of the present demands for service; and the 
ability of educational institutions and other training 
facilities to provide such additional trained persons 
as may be reauired to meet prospective requirements. 

(b) The present ability of local public health units 
to meet demands imposed by civil-defense require- 
ments and by the needs of the general public during 
this mobilization period. 

(c) The problems created by the shift of thousands 
of workers to defense-production areas requiring the 
relocation of doctors and other professional. personnel 
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now in parenteral form... 


Brand of Methantheline Bromide 
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for use when oral administration is difficult or impractical ~~ 


—when more prompt action is desired 


Banthine—a true anticholinergic drug with 
an adequate range of safety—is now made 
available to the medical profession in par- 
enteral form, for use intravenously or in- 
tramuscularly in those conditions charac- 
terized by nausea and vomiting, when oral 
medication cannot be retained and when a 
prompt action is desirable. 


Through its anticholinergic effects, Ban- 
thine inhibits excess vagal stimulation and 
controls hypermotility. 


In Peptic Ulcer —the value of the oral form of 
Banthine is now well established. However, 
edema in the ulcer area may indicate parenteral 
Banthine until the healing processes have re- 
duced the edema. 


In Pancreatitis —it has been found that par- 
enteral Banthine relieves pain, effects a fall in 
blood amylase and produces a general improve- 
ment in the patient’s condition. 


In Visceral Spasm —it inhibits motility of the 
gastrointestinal and urinary tracts. 


Parenteral BANTHINE is supplied in serum- 
type ampuls containing 50 mg. of Banthine powder. 
Adult dosage is generally the same as with Ban- 
thine tablets. 
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and the establishment of additional facilities to meet 
health needs. 

(d) The degree to which existing and planned 
medical facilities such as hospitals and clinics, meet 
present and prospective needs for such facilities. 

(e) Current research activities in the field of health 
and the programs needed to keep pace with new de- 
velopments. 


(f) The effect upon the continued maintenance of 
a desirable standard of civilian health of the actions 
taken to meet the long-range requirements of military, 
civil-defense, veteran's, and other public-service pro- 
grams for medical personnel and facilities. 

(g) The adequacy of private and public programs 
designed to provide methods of financing medical care. 

(h) The extent of Federal, State, and local-govern- 
ment services in the health field, and the desirable 
level of expenditures for such purposes taking into 
consideration other financial obligations of government 
and the expenditures for health purposes from private 
sources. 


Section 3. The Commission shall present to the 
President in writing such interim reports and final re- 
port of its studies of the subjects designated in Section 
2 of this order, including its recommendations for 
governmental action, either legislative or administra- 
tive, as it shall deem appropriate. 

Section 4. In connection with its inquiries and 
studies, the Commission is authorized to hold such 
public hearings and to hear such witnesses as it may 
deem appropriate. 

Section 5. All executive departments and agencies 
of the Federal Government are authorized and directed 
to cooperate with the Commission in its work and to 
furnish the Commission such information and assist- 
ance, not inconsistent with law, as it may require in 
the performance of its functions and duties; but this 
order shall not be construed as otherwise modifying 
the functions or responsibilities of any such depart- 
ment or agency. 


Section 6. The expenditures of the Commission shall 
be paid out of an allotment made by the President 
from the appropriation entitled “Emergency Fund for 
the President, National Defense” (Title III of the 
Independent Offices Appropriation Act, 1952, Public 
Law 137, 82nd Congress, approved August 31, 1951). 
Such payments shall be made without regard to the 
provisions of (a) section 3681 of the Revised Statutes 
of the United States (31 U.S.C. 672), (b) section 9 
of the act of March 4, 1909, 35 Stat. 1027 (31 U.S.C. 
673), and (c) such other laws as the President may 
hereafter specify. 


Section 7. The Commission shall cease to exist 
thirty days after rendition of its final report to the 
President under section 3 of this order, or one year 
after the date of this order, whichever shall first 
occur. 

HARRY S. TRUMAN 
THE WHITE HOUSE, 
December 29, 1951 
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HELPING NEGRO PHYSICIANS* 


The chartering of a new Charleston County Medical 
Society will serve to separate the purely professional 
functions of a county medical society from the ad- 
ministering of large investments by the South Carolina 
Medical Society. The separation was designed primarily 
to safeguard these investments, principally the owner- 
ship of Roper Hospital, but it may have another 
important and progressive function, improvement of 
the professional status of Negro physicians. 

To achieve recognition of the American Medical 
Association, an important item because it involves 
admission to practice in certain hospitals and attend- 
ance at scientific discussions, a doctor first must be a 
member of his county and State medical associations. 

The South Carolina Medical Association, a State 
organization not to be confused with the venerable 
South Carolina Medical Society, is giving consideration 
now to admitting colored doctors. A study committee 
is scheduled to report on the subject next May. If the 
State association decides to admit colored doctors, by 
that time the new Charleston County Medical Society 
would be in a position to take similar action and clear 
the way toward membership of local Negro doctors in 
the AMA. 

The South Carolina Medical Society, one of the 
oldest medical groups in the United States, in reality 
now is the county medical society for Charleston 
County. It also is trustee for large sums of money, 
many of them bequests. Furthermore, it is a social or- 
ganization for white physicians. Thus by separation 
from State and national bodies, just announced, its 
trusteeship and social functions remain under control 
of the white doctors while the way would be open to 
admit qualified Negro doctors to the new county 
society for professional purposes. 

Here is a_ practical illustration of maintaining 
separation of the races without interfering with smooth 
business and professional relations. If these things 
come about, they should prove satisfactory to both 
races. The colored people of the community would 
gain by having physicians of their race given full 
local professional standing. 

By such amicable adjustments many of the racial 
problems in the South can be settled. The News and 
Courier favors exploring every opportunity for such 
improvements. 


$18 BILLION U. S. COST SEEN IN HEALTH 
INSURANCE PLAN 


Adoption by the United States of an all-inclusive 
national medical service like that in Britain would 
cost the federal government at least $18 billion a 
year, perhaps more according to Miss Elizabeth W. 
Wilson, actuary and economist who has specialized in 
government health insurance. Americans now spend 
approximately $10 billion yearly on both private and 
government medical care, she reports. 


*Reprinted from the News and Courier, December 29, 1951. 
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Recalling that the British health service is presently 
sting approximately three times the amount 
iginally named by advocates, Miss Wilson points out 
iat the cost of any such system rises with the rise 
| salaries and the cost of materials. Inflation has 
vosted the cost of the British health service, and 
ould boost the comparably sized American health 
rvice in the same way. In fact, the present estimate 
$18 billion is $3 billion more than a similar estimate 
nade three years ago, she said. That means a 20 
per cent increase. 

The introduction of socialized medicine would be 
inflationary in itself in tendency, Miss Wilson reasons, 
because $18 billion more than is being spent in the 
United States for medical care at the present time. 
Unless such an added expenditure would result in the 

production of $8 billion more goods, the net result 
would be inflationary, she warns. 

Miss Wilson, who has studied Britain’s experiment 
in socialized medicine firsthand, traveling up and down 
Britain for several months, observes that advocates of 
compulsory health insurance argue that state medicine 
cuts industrial absenteeism—that it means fewer 
worker absences from the factories and mines, and 
hence results in a larger national product. 


The opposite has happened in countries with such 
a system, she reports. In Britain, the increase in “days 
lost” by the coal miners since 1948 has posed serious 
problems for the National Coal Board. In Germany, 


the average absence from work has more than 
doubled in the 45 years following introduction of a 
compulsory health system. 

No one would contend that the introduction of 
socialized medicine has been the main cause of the 
increased absenteeism, Miss Wilson states. But it 
obviously does not prevent such absenteeism, and 
there is no evidence yet that it has increased the 
national product appreciably. 


The figure of $18,000,000,000 represents about 7.5 
per cent of the total annual income, Miss Wilson re- 
ports, whereas today the average American worker 
pays only about 4 per cent of his wages to medical 
care. She asks whether the average workman—if he 
knew the actual figures—would wish to nearly double 
his expenditures to obtain the benefits of government 
medicine. (The Christian Science Monitor, Dec. 10, 
1951) 


SOMETHING CAN BE DONE ABOUT 
CHRONIC ILLNESS 


A brightening picture for chronic illness is de- 
scribed in the recently released pamphlet “Something 
Can Be Done About Chronic Illness.” 

The pamphlet was prepared and published by the 
Public Affairs Committee in cooperation with the 
Commission on Chronic IlIness. Summarizing the cur- 
rent situation regarding chronic illness in the U. S., 
the pamphlet states. 
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“Within the last generation medical science has ad- 
vanced further against chronic disease than ever before. 
It has given us insulin for diabetes, sodium dilantin 
for epilepsy, cortisone and ACTH for rheumatoid 
arthritis and has developed safer and surer diagnostic 
methods... . 

“For many persons chronic has taken on connota- 
tions of helplessness and hopelessness. Doctors, 
nurses, social workers, patients—all of us—would be 
more likely to combat chronic disease intelligently if 
we viewed the word only in its literal meaning. 
Chronic comes from the Greek Chronikos, ‘concerning 
Time.’ A chronic disease is one that lasts a long time.” 

The pamphlet discusses prevention of chronic dis- 
ease, the pros and cons of multiple screening, the 
problems of long term hospital and home care and 
proposes rehabilitation programs geared to the needs 
of rural areas, small communities and large cities. 
“Rehabilitation’s worth” is cited. The average cost 
of rehabilitating a group of 60,000 people in 1950 was 
$492, “about what it costs to keep one person on 
relief for one year. The cost of dependency, of course, 
goes on year after year; the cost of rehabilitation must 
be met just once.” 

The concluding check-list for the interested citizens 
suggests directions for community action on the prob- 
lem. 

A complimentary copy for News Letter readers has 
been mailed with this issue. Additional copies can be 
obtained at 25 cents each or at bulk rates for larger 
quantities from the Public Affairs Committee, Inc., 22 
East 38th Street, New York 16, New York. 


(Chronic Illness News Letter ) 
January 1952 


URGES SHIFT IN OLD AGE ASSISTANCE 
PLANNING 


The general budget would be relieved of an annual 
burden of $800 to $900 million if the Federal govern- 
ment’s share of current Old Age Assistance was placed 
under the Old Age and Survivors’ Insurance Program, 
according to H. Albert Linton, president of the 
Provident Mutual Life Insurance Co. and president 
of the Life Insurance Association of America. 

Mr. Linton yesterday told the closing session of the 
Association’s 45th annual meeting here that “such a 
move would probably reduce political pressures. We 
of this generation would understand more fully the 
true costs of pensions. If benefit levels were to be 
raised for those currently on the rolls, money would 
have to be found immediately to pay the increased 
costs. We would, therefore, be less likely to promise 
unduly high benefits for others to pay in the future. 
There would be no temporary excess of income over 
outgo in the O. A. S. I. system as at present to make 
it appear feasible to set benefits at unsound levels 
which could impose a future dangerous burden upon 
the economy of the country.” 
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Sounds Warning: Mr. Linton sounded a warning 
on keeping social insurance in its proper role. He 
stressed that it should be a system providing benefits 
on a level which will always leave ample opportunity 
and incentive for the individual to supplement them 
by his own efforts. 

“The country would be in grave danger the moment 
social insurance benefits should reach levels that 
would kill the incentives to work and strive for some- 
thing better,” he declared. “Moreover, the effects of 
such a situation on the individual character and, in 
turn upon the national character, would be disastrous. 
In the world struggle for survival the emphasis must 
be on self-reliance and character that seeks to make 
its way through productive work and_ enterprise. 
Furthermore, if we should ever arrive at the position 
where the great mass of people would look at the 
Federal Government for complete security against the 
hazards of life we would be well on our way to 
dictatorship.” 

Steps must be taken to see that more people over 
65 are employed in productive work if the standards 
of living of the American people are to be kept at a 
high level, Mr. Linton said. 

Non-workers Increasing: Mr. Linton pointed out 
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that the decreasing dependency ratio—the relation- 
ship of the number of non-working persons to those of 
all ages who are working—which contributed to the 
increasing prosperity in this country for the last half 
century or more, seems destined to be replaced by a 
rising one. “The economic significance of this change,” 
he declared “is something to be considered with great 
care.” 

Explaining that only about 43 per cent of men aged 
65 or over are now gainfully employed, as compared 
with 68 per cent 60 years ago, Mr. Linton said it 
would be well “to attempt to find out why the pro- 
portion has decreased and whether there is any way 
by which it can be raised to former levels.” 


He admitted that the achievement of the goal of 
productive activity for persons desiring to work in 
the later vears of life “is easier said than done,” and 
pointed to many conferences held along this line by 
social workers, employers, employes, medical men and 
others interested in the problems of aging. He sug- 
gested that “perhaps a qualified non-political com- 
mission set up by Congress could help in pointing the 
way toward a constructive program and bringing it 
forcibly to the attention of the country.” (Journal of 
Commerce, Dec. 13, 1951) 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. K. D. Shealy, Columbia, S. C. 


Publicity Secretary: Mrs. Weston Cook, Columbia, 8. C. 


Mrs. J. W. Kitchens of Liberty, has accepted the 
office of first-vice-president of the Woman’s Auxiliary 
to the South Carolina Medical Association to replace 
Mrs. Clay Evatt of Charleston, who recently resigned, 
according to an announcement made by our State 
President, Mrs. Kirby D. Shealy. 


MEDICAL ASSOCIATION ESSAY CONTEST 


All medical auxiliary units in the state have been 
contacted by the state president, Mrs. Kirby D. 
Shealy, urging them to give active and immediate 
support to the Essay Contest being sponsored by the 
State Medical Association. Informative material has 
already been mailed to the junior and senior high 
schools throughout the state from the State Medical 
Association office in Florence. 

This contest will be part of, and coordinated with 
the contest sponsored on a national scale by the 
Association of American Physicians and Surgeons, de- 
pending upon the co-operation of state and county 
medical societies. The subject: “Why the Private 
Practice of Medicine Furnishes this Country With the 
Finest Medical Care.” 

The members of the Woman’s Auxiliary are asked 
to help in publicizing the contest and to stimulate 
interest among the students in the schools through the 
State. Success of the contest as an important educa- 


tional feature in the current thought training of owe | 
America, depends upon the creation of widesprea 
interest in the subject, and the fullest participation 
possible by High School students. 


The film, “You Can Beat the A-Bomb,” was shown 
to the members of the Woman’s Auxiliary to the Col- 
umbia Medical Society at the Woman’s Club House. 
The film ran for approximately twenty minutes and 
was of extreme interest to all those who saw it as an 
educational movie on how the civilian population can 
protect itself, lessen the loss of life, and prevent 
serious injury by preparing us to intelligently avoid 
coming in contact with radio active substances and 
flying missiles in event that we should be attacked by 
means of atomic bombs. 

By using typical scenes and situations of persons 
living in cities, the film, “You Can Beat the A-Bomb,” 
demonstrated methods of self protection against 
atomic bombing. Persons who are indoors or in the 
open can protect themselves not only from a direct 
injury by dispersion of atomic material in the air 
following atomic air bursts, but also it demonstrated 
how persons can reduce a liklihood of indirect injury 
as a result of flving obiects such as glass, stone and 
other building materials. It gave directions also to 
avoid consumption of contaminated food and drink 
after it has been exposed to atomic explosion. 


NEWS ITEMS 


Dr. W. A. Boyd of Columbia was recently elected 
an honorary member of the North Carolina Orthopedic 
Association. 


Dr. Sam C. Rankin, who has been practicing in 
Clinton for the past year, has recently moved to Bam- 
berg where he will practice general medicine and 
surgery. 


Dr. Hoke Wommack, Director of the cancer teach- 
ing program at the Medical College of Georgia, spoke 
to the Third District Medical Society at the January 
meeting in Greenwood. Dr. George V. Rosenberg of 
Abbeville, vice president of the society, presided over 
the meeting and introduced the speaker. 


Dr. Archie C. Magee has recently opened offices in 
Cheraw for the practice of medicine. 


Dr. jm C. Shecut of Orangeburg, is the new 
chief of staff of the Orangeburg Regional Hospital. 


Dr. H. W. Koopman of Spartanburg, was named 
“County Doctor of the Year” at the annual ladies’ 
Paee banquet of the Spartanburg County Medical 
ociety. 


Dr. Norris Knoy has been appointed chief surgeon 
of the new Marion County Memorial Hospital. 


Drs. J. L. and T. P. Valley (father and son) of 
Pickens have moved into their new office building. 


COUNTY MEDICAL SOCIETY OFFICERS 
ELECTED RECENTLY 


Chester County Medical Society 
President: Dr. J. N. Gaston, Jr. 
Vice president: Dr. Charles W. Brice, Jr. 
Sec.-Treas.: 

Chesterfield County Medical Society 
President: Dr. J. B. Perry 
Vice president: Dr. J. E. Hodge 
Sec.-Treas.: Dr. J. P. Harrison 

Columbia Medical Society 
President: Dr. W. P. Beckman 
Vice president: Dr. Henry F. Hall 
Secretary: Dr. Wm. S. Hall 
Treasurer: Dr. E. W. Masters 

Pickens County Medical Society 
President: Dr. Charles E. Ballard 
Vice president: Dr. J. H. Jameson 
Sec.-Treas.: Dr. J. A. White 

Union County Medical Society 
President: Dr. F. P. Salley 
Vice president: Dr. F. P. Owings 
Sec.-Treas.: Dr. P. K. Switzer 
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Dr. James C. Brabham, former director of the 
Spartanburg County Health Department, is now 
practicing medicine in Pacolet. 


The Georgia Society of Ophthalmology and 
Otolaryngology holds its annual meeting Friday and 
Saturday, March 7 and 8, 1952, at the well known 
resort hotel, The General Oglethorpe, Wilmington 
Island, Savannah, Georgia. 

Registration fee is $20.00. 

The following men will speak: 

DR. MURRAY F. MeCASLIN, Pittsburgh 
DR. J. CONRAD GEMEROY, Detroit 
DR. JOSEPH S. HAAS, Chicago 
DR. HENRY B. ORTON, Newark 
DR. ALBERT P. SELTZER, Philadelphia 
DR. JOHN R. LINDSAY, Chicago 


ANNOUNCEMENT 
Cancer Cytology sv County Cancer 
tute 
1155 North West 14th Street 
Miami, Florida 
The Division of Training of the Cancer Cytology 
Center of the Dade County Cancer Institute, an 
affiliate of the Medical Research Foundation of Dade 
County in Miami, Florida announces its second one- 
week seminar for physicians to be held at the In- 
stitute from Apri 2\st--25th inclusive and im- 
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mediately preceding the annual convention of the 
Florida Medical Association. 


The Seminar on Cancer Cytology will also include 
a conference on Carcinoma In-Situ. 


Instruction will be under the supervision of Doctor 
J. Ernest Ayre, Director of the Institute and its re- 
search staff. More than twenty outstanding local and 
visiting physicians and scientists will compose the 
faculty. 


This first School of Cytology in Florida anticipates 
enrollment from local, State and regional areas as well 
as from the Caribbean. 

The general course of instruction in cancer diagnosis 
and cytology will include lectures, demonstrations and 
symposia covering the various branches of medicine as 
related to cancer, including clinical, cytological, 
surgical and histopathological fields. 

Interested physicians should direct their inquiries 
regarding qualifications, registration, fees and other 
details to the Director of the Dade County Cancer 
Institute at 1155 North West 14th Street, Miami, 
Florida 

for r 


limited to 35 physi- 
cians, will be accept 


| through April 19th. 


The Southeastern Allergy Association will hold its 
Seventh Annual Meeting at the Bon Air Hotel, 
Augusta, Ga. on March 21, and 22, 1952. 


P and S Set No. 370 
No. 365 Metal sigmoidoscope, 


case* 


scope and urethroscope in case* 


inflating bulb, cord and No. 375 in 
$66.50 Sold in sets or single instrument. 
No. 370 Includes No. 365 and motel child’s proctoscope, —. 


WELCH ALLYN 
PROCTOSCOPES 
AND 
SIGMOIDOSCOPES 


Welch Allyn distally illuminated protoscopes 
and sigmoidoscopes are designed to meet every 
requirement for thorough rectal examination and 
treatment. Abundant illumination is provided 
directly at the area under observation and an 
unobstructed view for diagnosis is assured 
through the use of a small, powerful WACO 
“Bright Light” lamp. The outer tube is cali- 
brated in centimeters and the inner tube is 
optically designed to reduce the annoying glare 
usually found in this type instrument. The 
obturator tip is tapered and curved in an 
anatomically correct manner to facilitate the 
passage of the instrument through the sphincter 
muscle and by the prostate gland region. 


Win 
de Surgical Supply Co. 
East 7th Tel. 2-4109 Charlotte N.C 


CAROLINAS 


HOUSE oF 


SERVICE 


Winchester-Ritch Surgical Co 
421 W Smith St Tel. 5656 Greensboro NC 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tious. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
trv. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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Latest Information on Penicillin Therapy 


IMPORTANT PRINCIPLES 
INFLUENCING 
PENICILLIN THERAPY 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE @ 


Ask Your Squibb Professional Service Representative 
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